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Application for a 81915(c) Home and Community-

Based Services Waiver

PURPOSE OF THE HCBSWAIVER PROGRAM

The Medicaid Home and Community-Based Services (HCBS) waiver program is authorized in §1915(c) of the Social Security
Act. The program permits a state to furnish an array of home and community-based services that assist Medicaid beneficiaries to
live in the community and avoid institutionalization. The State has broad discretion to design its waiver program to address the
needs of the waiverstarget population. Waiver services complement and/or supplement the services that are available to
participants through the Medicaid State plan and other federal, state and local public programs as well as the supports that families
and communities provide.

The Centers for Medicare & Medicaid Services (CMS) recognizes that the design and operational features of awaiver program
will vary depending on the specific needs of the target population, the resources avail able to the state, service delivery system
structure, state goals and objectives, and other factors. A State has the latitude to design awaiver program that is cost-effective
and employs avariety of service delivery approaches, including participant direction of services.

Request for an Amendment to a 81915(c) Home and Community-Based Services

WENWE]

1. Request I nformation

A. The State of Wyoming requests approval for an amendment to the following Medicaid home and community-based
services waiver approved under authority of 81915(c) of the Social Security Act.

B. Program Title:
Community Choices Waiver (CCW)

C. Waiver Number:WY .0236
Original Base Waiver Number: WY .0236.90.R2

D. Amendment Number: WY .0236.R05.02

E. Proposed Effective Date: (mm/ddlyy)

o7/01/20

Approved Effective Date: 07/01/20
Approved Effective Date of Waiver being Amended: 07/01/16

2. Purpose(s) of Amendment

Purpose(s) of the Amendment. Describe the purpose(s) of the amendment:

The proposed amendments are intended to update waiver administrative and operational functions; refine program goals and
objectives; reduce administrative complexity and uncertainty; and to improve the participant experience throughout the
enrollment, service planning, and service delivery processes. The amendment updates the waiver application throughout to
reflect current practices and to more precisely describe the state's methods for program implementation and compliance with the
federa standards for HCBS waiver programs.

Estimated service utilization and expenditure forecast trends and the cost effectiveness demonstration were updated for waiver
years four and five. The number of unduplicated participants was decreased to reflect updated enrollment trends. The Division
does not maintain awaiting list and does not anticipate any restrictions on enrollment of eigible participantsin the waiver
period.

Financial Management Services (FMS) are eliminated as awaiver service for waiver year five. FM S are avail able to participants
as an administrative activity as described in Appendix E, and have not been eliminated, reduced, limited, or atered by this
amendment application.

3. Natur e of the Amendment
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A. Component(s) of the Approved Waiver Affected by the Amendment. This amendment affects the following
component(s) of the approved waiver. Revisions to the affected subsection(s) of these component(s) are being submitted
concurrently (check each that applies):

Component of the

Approved Waiver Subsection(s)

X ; .

Waiver | Main2,6,7,8 A,B |
Application

Appendix A

Waiver | A13,4567QIS |
Administration

and Operation
Appendix B

Participant | B-1,23,5,6, 7, QIS |
Access and
Eligibility
Appendix C
Participant I C-13,2,4,5, QIS I

Services

Appendix D
Participant
Centered | D-1,2, QIS |
Service
Planning and
Delivery

Appendix E

Participant I E-1,2 I
Direction of
Services

Appendix F
Participant I F-1,2 I
Rights

Appendix G
Participant I G-1,2,3,QIS I

Safeguards
Appendix H H-1
Appendix |

Finandia | I-1,2,3,5, QIS |
Accountability

Appendix J
Cost-Neutrality | F1,2 |
Demonstration

B. Natur e of the Amendment. Indicate the nature of the changes to the waiver that are proposed in the amendment (check
each that applies):

M odify target group(s)
Modify Medicaid digibility
Add/delete services

Revise service specifications

Revise provider qualifications

I ncr ease/decr ease number of participants
Revise cost neutrality demonstration

[ Add participant-direction of services

] Other
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Specify:

Application for a 81915(c) Home and Community-Based Services Waiver

1. Request I nformation (1 of 3)

A. The State of Wyoming requests approval for aMedicaid home and community-based services (HCBS) waiver under the
authority of 81915(c) of the Socia Security Act (the Act).
B. Program Title (optional - thistitle will be used to locate this waiver in the finder):

Community Choices Waiver (CCW)
C. Type of Request: amendment

Requested Approval Period:(For new waivers requesting five year approval periods, the waiver must serve individuals
who are dually eligible for Medicaid and Medicare.)

O 3years ® Syears

Original Base Waiver Number: WY .0236
Waiver Number:WY .0236.R05.02

Draft ID: WY .002.05.02
D. Type of Waiver (select only one):
Regular Waiver

E. Proposed Effective Date of Waiver being Amended: 07/01/16
Approved Effective Date of Waiver being Amended: 07/01/16

1. Request Information (2 of 3)

F. Level(s) of Care. Thiswaiver is requested in order to provide home and community-based waiver services to individuals
who, but for the provision of such services, would require the following level(s) of care, the costs of which would be
reimbursed under the approved Medicaid state plan (check each that applies):

[] Hospital
Select applicable level of care
O Hospital as defined in 42 CFR §440.10

If applicable, specify whether the state additionally limits the waiver to subcategories of the hospital level of
care:

O Inpatient psychiatric facility for individuals age 21 and under as provided in42 CFR 8440.160

Nursing Facility
Select applicable level of care

® Nurs ng Facility as defined in 42 CFR ??440.40 and 42 CFR ??440.155
If applicable, specify whether the state additionally limits the waiver to subcategories of the nursing facility level
of care!

O |ngtitution for Mental Disease for persons with mental illnesses aged 65 and older as provided in 42 CFR
§440.140

[] Intermediate Care Facility for Individualswith Intellectual Disabilities (ICF/II1D) (asdefined in 42 CFR
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§440.150)
If applicable, specify whether the state additionally limits the waiver to subcategories of the ICF/I1D level of care:

1. Request I nformation (3 of 3)

G. Concurrent Operation with Other Programs. Thiswaiver operates concurrently with another program (or programs)
approved under the following authorities
Select one:

® Not applicable

O Applicable
Check the applicable authority or authorities:

[ Services furnished under the provisions of §1915(a)(1)(a) of the Act and described in Appendix |

[J Waiver (s) authorized under §1915(b) of the Act.
Specify the §1915(b) waiver program and indicate whether a §1915(b) waiver application has been submitted or
previously approved:

Specify the 81915(b) authorities under which this program oper ates (check each that applies):
[ §1915(b)(1) (mandated enrollment to managed care)
[ §1915(b)(2) (central broker)
[ §1915(b)(3) (employ cost savingsto furnish additional services)
] 81915(b)(4) (selective contracting/limit number of providers)

[] A program operated under §1932(a) of the Act.
Specify the nature of the state plan benefit and indicate whether the state plan amendment has been submitted or
previously approved:

[] A program authorized under §1915(i) of the Act.
HPN program authorized under 81915(j) of the Act.

[] A program authorized under 81115 of the Act.
Soecify the program:

H. Dual Eligiblity for Medicaid and Medicare.
Check if applicable:

Thiswaiver provides servicesfor individualswho are dligible for both M edicare and Medicaid.

2. Brief Waiver Description

Brief Waiver Description. In one page or less, briefly describe the purpose of the waiver, including its goals, objectives,
organizational structure (e.g., the roles of state, local and other entities), and service delivery methods.
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The Community Choices Waiver (CCW) provides older adults and adults with disabilities a community-based alternative to
nursing facility care. Participants are supported to achieve independence, maintain health and safety, and fully participatein
community living through access to high quality, cost effective community-based services.

Program goals and objectives:

Individual Authority Over Services & Supports — Provide program participants with the opportunity and authority to exert
control over his/her services, supports, and other life circumstances to the greatest extent possible.

Person-Centered Service Planning & Service Delivery — Acknowledge and promote the participant's strengths, goals,
preferences, needs, and desires through a person-centered service planning process. Respect and support the participant's
strengths, goals, preferences, needs, and desires through person-centered service delivery.

Service Array — Offer services which complement and/or supplement the services that are available through the Medicaid State
plan and other federal, state, and local public programs as well as the supports that families and communities provide to
individuals.

Promote Community Relationships — Support and encourage the participant’ s self-determined goals to be active members of
their communities. Recognize that the nature and quality of community relationships are central to participant health and
wellness.

Health & Safety — Effectively manage risk and balance the participant's ability to achieve independence and maintain health and
safety.

Responsible Use of Public Dollars — Demonstrate sound stewardship of limited public resources.

The CCW program is administered directly by the Wyoming Department of Health, Division of Healthcare Financing (the
Division), which serves as the Medical Assistance Unit within the Single State Agency. The Division retains the ultimate
administrative authority and responsibility for the operation of the waiver program through memoranda of understanding
(MOUs) with other governmental agencies and contracts with vendors who conduct del egated administrative functions.

Services are delivered through a statewide network of providers and are reimbursed according to a standard fee schedule on a

fee-for-service basis. The Division allows for the open, continuous enrollment of al willing and qualified service providers. The
CCW program a so offers the opportunity for participant-direction of select services.

3. Components of the Waiver Request

Thewaiver application consists of the following components. Note: Item 3-E must be completed.

A. Waiver Administration and Operation. Appendix A specifies the administrative and operational structure of this
waiver.

B. Participant Access and Eligibility. Appendix B specifies the target group(s) of individuals who are served in this waiver,
the number of participants that the state expects to serve during each year that the waiver isin effect, applicable Medicaid
eligibility and post-eligibility (if applicable) requirements, and procedures for the evaluation and reevaluation of level of
care.

C. Participant Services. Appendix C specifies the home and community-based waiver services that are furnished through
the waiver, including applicable limitations on such services.

D. Participant-Centered Service Planning and Delivery. Appendix D specifies the procedures and methods that the state
uses to develop, implement and monitor the participant-centered service plan (of care).

E. Participant-Direction of Services. When the state provides for participant direction of services, Appendix E specifies the
participant direction opportunities that are offered in the waiver and the supports that are available to participants who
direct their services. (Select one):

® vYes Thiswaiver provides participant direction opportunities. Appendix E isrequired.

O No. Thiswaiver does not provide participant direction opportunities. Appendix E is not required.
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F. Participant Rights. Appendix F specifies how the state informs participants of their Medicaid Fair Hearing rights and
other procedures to address participant grievances and complaints.

G. Participant Safeguards. Appendix G describes the safeguards that the state has established to assure the health and
welfare of waiver participantsin specified aress.

H. Quality Improvement Strategy. Appendix H contains the Quality Improvement Strategy for this waiver.

I. Financial Accountability. Appendix | describes the methods by which the state makes payments for waiver services,
ensures the integrity of these payments, and complies with applicable federal requirements concerning payments and
federal financia participation.

J. Cost-Neutrality Demonstration. Appendix J contains the state's demonstration that the waiver is cost-neutral.

4. Waiver (s) Requested

A. Compar ability. The state requests awaiver of the requirements contained in §1902(a)(10)(B) of the Act in order to
provide the services specified in Appendix C that are not otherwise available under the approved Medicaid state plan to
individuals who: (@) require the level(s) of care specified in Item 1.F and (b) meet the target group criteria specified in
Appendix B.

B. Income and Resour ces for the Medically Needy. Indicate whether the state requests awaiver of §1902(a)(10)(C)(i)(111)
of the Act in order to use institutional income and resource rules for the medically needy (select one):

® Not Applicable
O No

O Yes
C. Statewideness. Indicate whether the state requests awaiver of the statewideness requirementsin §1902(a)(1) of the Act
(select one):

® No

O Yes
If yes, specify the waiver of statewideness that is requested (check each that applies):

[ Geographic Limitation. A waiver of statewidenessis requested in order to furnish services under this waiver
only to individuals who reside in the following geographic areas or political subdivisions of the state.
Fecify the areas to which thiswaiver applies and, as applicable, the phase-in schedule of the waiver by
geographic area:

[ Limited Implementation of Participant-Direction. A waiver of statewidenessis requested in order to make
participant-direction of services as specified in Appendix E available only to individuals who reside in the
following geographic areas or political subdivisions of the state. Participants who reside in these areas may elect
to direct their services as provided by the state or receive comparabl e services through the service delivery
methods that are in effect elsewherein the state.

Foecify the areas of the state affected by this waiver and, as applicable, the phase-in schedule of the waiver by
geographic area:

5. Assurances

In accordance with 42 CFR 8441.302, the state provides the following assurancesto CM S:

A. Health & Welfare: The state assures that necessary safeguards have been taken to protect the health and welfare of
persons receiving services under this waiver. These safeguardsinclude:
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1. As specified in Appendix C, adequate standards for al types of providers that provide services under this waiver;

2. Assurance that the standards of any state licensure or certification requirements specified in Appendix C are met
for services or for individuals furnishing services that are provided under the waiver. The state assures that these
requirements are met on the date that the services are furnished; and,

3. Assurance that al facilities subject to §1616(e) of the Act where home and community-based waiver services are
provided comply with the applicable state standards for board and care facilities as specified in Appendix C.

B. Financial Accountability. The state assures financial accountability for funds expended for home and community-based
services and maintains and makes available to the Department of Health and Human Services (including the Office of the
Inspector General), the Comptroller General, or other designees, appropriate financial records documenting the cost of
services provided under the waiver. Methods of financial accountability are specified in Appendix I.

C. Evaluation of Need: The state assures that it provides for an initial evaluation (and periodic reevaluations, at least
annually) of the need for alevel of care specified for thiswaiver, when there is a reasonabl e indication that an individual
might need such services in the near future (one month or less) but for the receipt of home and community-based services
under thiswaiver. The procedures for evaluation and reevaluation of level of care are specified in Appendix B.

D. Choice of Alternatives: The state assures that when an individual is determined to be likely to require the level of care
specified for thiswaiver and isin atarget group specified in Appendix B, theindividual (or, legal representative, if
applicable) is:

1. Informed of any feasible alternatives under the waiver; and,

2. Given the choice of either ingtitutional or home and community-based waiver services. Appendix B specifies the
procedures that the state employs to ensure that individuals are informed of feasible alternatives under the waiver
and given the choice of ingtitutional or home and community-based waiver services.

E. Average Per Capita Expenditures: The state assures that, for any year that the waiver isin effect, the average per capita
expenditures under the waiver will not exceed 100 percent of the average per capita expenditures that would have been
made under the Medicaid state plan for the level(s) of care specified for this waiver had the waiver not been granted. Cost-
neutrality is demonstrated in Appendix J.

F. Actual Total Expenditures: The state assures that the actual total expenditures for home and community-based waiver
and other Medicaid services and its claim for FFP in expenditures for the services provided to individuals under the waiver
will not, in any year of the waiver period, exceed 100 percent of the amount that would be incurred in the absence of the
waiver by the state's Medicaid program for these individuals in the institutional setting(s) specified for thiswaiver.

G. Ingtitutionalization Absent Waiver: The state assures that, absent the waiver, individuals served in the waiver would
receive the appropriate type of Medicaid-funded institutional care for the level of care specified for this waiver.

H. Reporting: The state assures that annually it will provide CM S with information concerning the impact of the waiver on
the type, amount and cost of services provided under the Medicaid state plan and on the health and welfare of waiver
participants. Thisinformation will be consistent with a data collection plan designed by CMS.

|. Habilitation Services. The state assures that prevocational, educational, or supported employment services, or a
combination of these services, if provided as habilitation services under the waiver are: (1) not otherwise available to the
individual through alocal educational agency under the Individuals with Disabilities Education Act (IDEA) or the
Rehabilitation Act of 1973; and, (2) furnished as part of expanded habilitation services.

J. Servicesfor Individualswith Chronic Mental IlIness. The state assures that federal financial participation (FFP) will
not be claimed in expenditures for waiver servicesincluding, but not limited to, day treatment or partial hospitalization,
psychosocial rehabilitation services, and clinic services provided as home and community-based servicesto individuals
with chronic mental illnesses if these individuals, in the absence of awaiver, would be placed in an IMD and are: (1) age
22 to 64; (2) age 65 and older and the state has not included the optional Medicaid benefit cited in 42 CFR §440.140; or
(3) age 21 and under and the state has not included the optional Medicaid benefit cited in 42 CFR § 440.160.

6. Additional Requirements
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Note: Item 6-1 must be completed.

A. Service Plan. In accordance with 42 CFR 8441.301(b)(1)(i), a participant-centered service plan (of care) is developed for
each participant employing the procedures specified in Appendix D. All waiver services are furnished pursuant to the
service plan. The service plan describes: (a) the waiver services that are furnished to the participant, their projected
frequency and the type of provider that furnishes each service and (b) the other services (regardless of funding source,
including state plan services) and informal supports that complement waiver services in meeting the needs of the
participant. The service plan is subject to the approval of the Medicaid agency. Federa financial participation (FFP) is not
claimed for waiver services furnished prior to the development of the service plan or for services that are not included in
the service plan.

B. Inpatients. In accordance with 42 CFR 8441.301(b)(1)(ii), waiver services are not furnished to individuals who are in-
patients of a hospital, nursing facility or ICFH/I1ID.

C. Room and Board. In accordance with 42 CFR 8441.310(8)(2), FFP is not claimed for the cost of room and board except
when: (a) provided as part of respite servicesin afacility approved by the state that is not a private residence or (b)
claimed as a portion of the rent and food that may be reasonably attributed to an unrelated caregiver who resides in the
same household as the participant, as provided in Appendix I.

D. Accessto Services. The state does not limit or restrict participant access to waiver services except as provided in
Appendix C.

E. Free Choice of Provider. In accordance with 42 CFR 8431.151, a participant may select any willing and qualified
provider to furnish waiver services included in the service plan unless the state has received approval to limit the number
of providers under the provisions of 8§1915(b) or another provision of the Act.

F. FFP Limitation. In accordance with 42 CFR 8433 Subpart D, FFP is not claimed for services when another third-party
(e.g., another third party health insurer or other federal or state program) islegally liable and responsible for the provision
and payment of the service. FFP also may not be claimed for services that are available without charge, or as free care to
the community. Services will not be considered to be without charge, or free care, when (1) the provider establishes afee
schedule for each service available and (2) collects insurance information from all those served (Medicaid, and non-
Medicaid), and bills other legally liable third party insurers. Alternatively, if a provider certifies that a particular legally
liable third party insurer does not pay for the service(s), the provider may not generate further bills for that insurer for that
annual period.

G. Fair Hearing: The state provides the opportunity to request a Fair Hearing under 42 CFR 8431 Subpart E, to individuals:
(a) who are not given the choice of home and community-based waiver services as an aternative to institutional level of
care specified for thiswaiver; (b) who are denied the service(s) of their choice or the provider(s) of their choice; or (c)
whose services are denied, suspended, reduced or terminated. Appendix F specifies the state's procedures to provide
individuals the opportunity to request a Fair Hearing, including providing notice of action as required in 42 CFR §431.210.

H. Quality Improvement. The state operates aformal, comprehensive system to ensure that the waiver meets the assurances
and other requirements contained in this application. Through an ongoing process of discovery, remediation and
improvement, the state assures the health and welfare of participants by monitoring: (a) level of care determinations; (b)
individual plans and services delivery; (c) provider qualifications; (d) participant health and welfare; (€) financial oversight
and (f) administrative oversight of the waiver. The state further assures that all problems identified through its discovery
processes are addressed in an appropriate and timely manner, consistent with the severity and nature of the problem.
During the period that the waiver isin effect, the state will implement the Quality Improvement Strategy specified in
Appendix H.

I. Public Input. Describe how the state secures public input into the devel opment of the waiver:
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-- Amendment Effective July, 1 2020 --

Following an internal review of the waiver program goals, objectives, administration, and operational performance, the
Division hosted a meeting with a group of key stakeholders on August 15, 2019. The group was selected to represent
diverse stakeholder perspectives and included participants, waiver service providers, case managers, the Wyoming
Department of Health's Aging Division, the State Long-Term Care Ombudsman, AARP Wyoming, and the University of
Wyoming's Center on Aging. The Division facilitated a discussion to solicit feedback on the revised program objectives
and asked for stakeholders to evaluate how well the program achieved those objectives. Stakeholders gave advice on how
to improve the waiver program and the participant and provider experiences.

The Division used the feedback and advice from the first stakeholder meeting to identify and prioritize program changes
for this amendment application. In September through November of 2019, the Division organized and hosted public
forums throughout the State of Wyoming to solicit feedback and advice on proposed changes to the waiver. The Division
provided a brief overview of Medicaid and the Community Choices Waiver and presented summaries of the proposed
changes. The stakeholder forums were held in Sheridan, Buffalo, Gillette, Cody, Riverton, Rock Springs, Cheyenne, and
Casper in order to gain an understanding of the regional stakeholder experience and the potential challengesin meeting
the needs and preferences of program participantsin their local communities. A total of 112 people attended the
stakeholder meetings, including participants, family members, waiver service providers, case managers, and professional
advocates.

The Division also presented the proposed changes to its Long-Term Care Advisory Committee on November 20, 2019
and to the Tribal Leadership Advisory Council on December 17, 2019. A Notice of Intent to Amend was distributed to
Tribal Governments on December 18, 2019. The notice invited Tribal Governments to submit written comments and/or
request additional consultation within 30 days of the notice. The Division did not receive any written comments or
requests for additional consultation in response to the notice. The Tribal Governments were invited and encouraged to
submit public comments through the broader public comment period as well.

Throughout the stakehol der engagement process, Division staff provided subject matter expertise and answered questions
about the waiver, services, and the proposed changes while encouraging an open discussion. Stakeholders and
committee/council members provided feedback on the proposed changes to service definitions, provider qualifications,
and administrative activities; shared additional ideas; asked questions about services; and shared their concerns.

On January 30, 2020, the draft waiver amendment application was posted in its entirety on the Division's website along
with a summary of the proposed revisions to the currently approved waiver. The Division accepted public comment
through submission of an online form or by email, phone, fax, or mail through March 3, 2020.

A notice of intent to amend and invitation for public comment was published in the Wyoming Tribune Eagle on January
30, 2020 and in the Casper Star Tribune on February 2, 2020. The notice was published on the public notice and various
other pages of the Division's website. The notice was also emailed to nearly 300 recipients on the Division's distribution
lists for waiver case managers, providers, and general stakeholders on January 31, 2020. A reminder email was sent
February 28, 2020 to the same distribution lists. The Division's web-based email subscription management system
(GovDelivery) reports show 695 opens for theinitial email and 207 opens for the reminder.

The Division received atotal of ten comments on the draft waiver amendment application. The Division reviewed all
comments received to identify substantive comments, excluding those that were general statements of support or
opposition, personal anecdotes that do not address a specific aspect of the proposed changes, and comments that are
beyond the scope or authority of the proposed changes.

Substantive comments included suggestions to:

- Modify service definitionsto include Licensed Practical Nurses as providers, to alow for transportation to medical
appointments, to decrease case manager service coordination expectations, eliminate CPR/First Aid training for
participant-directed employees, and increase background check standards;

- Remove prior authorization for skilled nursing services and the limit on medls;

- Modify provider qualifications to allow for conflicts of interest, require additional training for case managers, reduce
experience requirement for case managers,

- Improve service planning procedures to expand participant control;

-Improve FM S operations;
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- Revise and update program manuals;
- Increase rates.

These comments did not result in modifications to the amendment application as they had been addressed by draft
amendment or required further planning and evaluation.

The full, unedited comments and the Division’s public input summary and response to substantive comments is posted
publicly at https://sites.google.com/wyo.gov/ccwpubliccomment.

J. Noticeto Tribal Gover nments. The state assures that it has notified in writing all federally-recognized Tribal
Governments that maintain a primary office and/or majority population within the State of the State's intent to submit a
Medicaid waiver request or renewal request to CMS at least 60 days before the anticipated submission date is provided by
Presidential Executive Order 13175 of November 6, 2000. Evidence of the applicable notice is available through the
Medicaid Agency.

K. Limited English Proficient Persons. The state assures that it provides meaningful access to waiver services by Limited
English Proficient persons in accordance with: (a) Presidential Executive Order 13166 of August 11, 2000 (65 FR 50121)
and (b) Department of Health and Human Services "Guidance to Federal Financial Assistance Recipients Regarding Title
V1 Prohibition Against National Origin Discrimination Affecting Limited English Proficient Persons' (68 FR 47311 -
August 8, 2003). Appendix B describes how the state assures meaningful access to waiver services by Limited English
Proficient persons.

7. Contact Person(s)

A. The Medicaid agency representative with whom CM S should communicate regarding the waiver is:

Last Name:
[Hruby |
First Name:
|James |
Title:
|Programs and Benefits Manager I
Agency:
|\Nyomi ng Department of Health, Division of Healthcare Financing |
Address:
[6101 Y ellowstone Road, Suite 210 I
Address 2:
City:
|Cheyenne
State: Wyoming
Zip:
82002
Phone:
[o7) 7777366 | Ext] |1 v
Fax:
[(307) 777-8685 |
E-mail:
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Ijames.hrubyl@wyo.gov

B. If applicable, the state operating agency representative with whom CM S should communicate regarding the waiver is:

Last Name:

First Name:

Title:

Agency:

Address:

Address 2:

City:

State:

Zip:

Phone:

Fax:

E-mail:

Wyoming

| [Ext| |D TTY

8. Authorizing Signature

This document, together with the attached revisions to the affected components of the waiver, congtitutes the state's request to
amend its approved waiver under 81915(c) of the Social Security Act. The state affirmsthat it will abide by all provisions of the
waiver, including the provisions of this amendment when approved by CMS. The state further attests that it will continuously
operate the waiver in accordance with the assurances specified in Section V and the additional requirements specified in Section
V1 of the approved waiver. The state certifies that additional proposed revisions to the waiver request will be submitted by the
Medicaid agency in the form of additional waiver amendments.

Signature:

Submission Date:

Tyler Deines

State Medicaid Director or Designee

May 4, 2020

Last Name:

Note: The Signature and Submission Date fields will be automatically completed when the State
M edicaid Director submitsthe application.

Deines
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First Name:
|Ty|er |
Title:
|Community—Based Services Administrator I
Agency:
|VVyomi ng Department of Health, Division of Healthcare Financing |
Address:
[6101 Y ellowstone Road, Suite 210 I
Address 2:
City:
|Cheyenne |
State: Wyoming
Zip:
2002 |
Phone:
[307) 777-2485 | Ext: | |0 rrv
Fax:
[(307) 777-8685 |
E-mail:

Attachments _ [ylerdsnes@wyoqov ]

Attachment #1: Transition Plan
Check the box next to any of the following changes from the current approved waiver. Check all boxes that apply.

[ Replacing an approved waiver with thiswaiver.

[] Combining waivers.

[] Splitting one waiver into two waivers.

Eliminating a service.

[ Adding or decreasing an individual cost limit pertaining to eligibility.

Adding or decreasing limitsto a service or a set of services, as specified in Appendix C.

Reducing the unduplicated count of participants (Factor C).

[ Adding new, or decreasing, a limitation on the number of participants served at any point in time.

[ Making any changesthat could result in some participantslosing €ligibility or being transferred to another waiver
under 1915(c) or another Medicaid authority.

[ Making any changesthat could result in reduced servicesto participants.

Specify the transition plan for the waiver:
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Financial Management Services (FMS) are eliminated as awaiver service for waiver year five. However, FMS are available to
participants as an administrative activity as described in Appendix E. The sole provider of FM S currently available under the
waiver is also contracted to provide FMS as an administrative activity. Therefore, the FM S available to waiver participants have
not been eliminated, reduced, limited, or altered by this amendment application.

Adult day services as currently offered under the health model have been limited to a maximum of 8,320 15-minute units per
service plan year, or the prorated equivalent of five days per week at eight hours per day. The Division does not anticipate any
impact on current participants based on its current utilization and authorization data.

Adult day services to be offered under the social model have been limited to a maximum of 4,992 15-minute units per service
plan year, or the prorated equivalent of three days per week at eight hours per day. No waiver participants currently receive this
service under the expanded definition. Therefore, no transition plan is required.

The number of unduplicated participants (Factor C) was decreased to reflect updated enrollment trends. The Division does not
maintain awaiting list and does not anticipate any restrictions on enrollment of eligible participantsin the waiver period.

Participants whose services are denied or reduced as a result of these changes are provided with a Notice of Adverse Action in
accordance with Chapter 4 of the Rules and Regulations for Medicaid. The Notice of Adverse Action informs the participant of
the opportunity to request afair hearing and includes:

- An explanation of theindividual’s right to request a hearing;

- The methods and instructions for requesting afair hearing;

- A description of the intended adverse action;

- The effective date of the adverse action;

- The reason(s) for the intended action;

- The specific regulations or changes in federal/state law that require the adverse action; and

- Where applicable, an explanation of the circumstances under which benefits may be continued if a hearing is requested
pursuant to 42 CFR §431.231.

Attachment #2: Home and Community-Based Settings Waiver Transition Plan

Specify the state's process to bring this waiver into compliance with federal home and community-based (HCB) settings
requirements at 42 CFR 441.301(c)(4)-(5), and associated CM S guidance.

Consult with CMSfor instructions before completing thisitem. This field describes the status of a transition process at the point in
time of submission. Relevant information in the planning phase will differ from information required to describe attainment of
milestones.

To the extent that the state has submitted a statewide HCB settings transition plan to CMS the description in this field may
reference that statewide plan. The narrative in this field must include enough information to demonstrate that this waiver
complies with federal HCB settings requirements, including the compliance and transition requirements at 42 CFR 441.301(c)(6),
and that this submission is consistent with the portions of the statewide HCB settings transition plan that are germaneto this
waiver. Quote or summarize germane portions of the statewide HCB settings transition plan as required.

Note that Appendix C-5 HCB Settings describes settings that do not require transition; the settings listed there meet federal HCB
setting requirements as of the date of submission. Do not duplicate that information here.

Update this field and Appendix C-5 when submitting a renewal or amendment to this waiver for other purposes. It is not
necessary for the state to amend the waiver solely for the purpose of updating this field and Appendix C-5. At the end of the state's
HCB settings transition process for this waiver, when all waiver settings meet federal HCB setting requirements, enter
"Completed” in thisfield, and include in Section C-5 the information on all HCB settings in the waiver.

The state assures compliance with the State of Wyoming's Statewide Transition Plan for Home and Community-Based Settings
approved on June 29, 2018. All required changes will be implemented by the end of the transition period on March 17, 2022,
The Division assures that this waiver will be subject to any provisions or requirements in the approved home and community-

based settings Statewide Transition Plan. The Division will implement any required changes by the end of the transition period
as outlined in the home and community based settings Statewide Transition Plan.

Additional Needed Information (Optional)

Provide additional needed information for the waiver (optional):
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Appendix A: Waiver Administration and Operation

1. State Line of Authority for Waiver Operation. Specify the state line of authority for the operation of the waiver (select
one):

® Thewaiver is operated by the state M edicaid agency.
Specify the Medicaid agency division/unit that has line authority for the operation of the waiver program (select one):

® TheMedical Assistance Unit.

Specify the unit name;
Wyoming Department of Health, Division of Healthcare Financing
(Do not complete item A-2)

O Another division/unit within the state M edicaid agency that is separate from the Medical Assistance Unit.

Specify the division/unit name. This includes administrations/divisions under the umbrella agency that has been
identified as the Single State Medicaid Agency.

(Complete item A-2-a).
O Thewaiver isoperated by a separ ate agency of the statethat isnot a division/unit of the Medicaid agency.

Specify the division/unit name:

In accordance with 42 CFR 8431.10, the Medicaid agency exercises administrative discretion in the administration
and supervision of the waiver and issues palicies, rules and regulations related to the waiver. The interagency
agreement or memorandum of understanding that sets forth the authority and arrangements for this policy is available
through the Medicaid agency to CM S upon request. (Compl ete item A-2-b).

Appendix A: Waiver Administration and Operation

2. Oversight of Performance.

a. Medicaid Director Oversight of Performance When the Waiver is Operated by another Division/Unit within
the State Medicaid Agency. When the waiver is operated by another division/administration within the umbrella
agency designated as the Single State Medicaid Agency. Specify (a) the functions performed by that
division/administration (i.e., the Developmental Disabilities Administration within the Single State Medicaid
Agency), (b) the document utilized to outline the roles and responsibilities related to waiver operation, and (c) the
methods that are employed by the designated State Medicaid Director (in some instances, the head of umbrella
agency) in the oversight of these activities:

Asindicated in section 1 of thisappendix, the waiver isnot operated by another division/unit within the
State Medicaid agency. Thusthis section does not need to be completed.

b. Medicaid Agency Oversight of Operating Agency Performance. When the waiver is not operated by the
Medicaid agency, specify the functions that are expressly delegated through a memorandum of understanding
(MOU) or other written document, and indicate the frequency of review and update for that document. Specify the
methods that the Medicaid agency uses to ensure that the operating agency performs its assigned waiver
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operational and administrative functions in accordance with waiver requirements. Also specify the frequency of
Medicaid agency assessment of operating agency performance:

Asindicated in section 1 of thisappendix, the waiver is not operated by a separate agency of the State. Thus
this section does not need to be completed.

Appendix A: Waiver Administration and Operation

3. Use of Contracted Entities. Specify whether contracted entities perform waiver operational and administrative functions
on behalf of the Medicaid agency and/or the operating agency (if applicable) (select one):

® ves Contracted entities perform waiver operational and administrative functions on behalf of the M edicaid
agency and/or operating agency (if applicable).

Specify the types of contracted entities and briefly describe the functions that they perform. Complete Items A-5 and
A-6.
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The Wyoming Department of Health, Division of Healthcare Financing (the Division) delegates the following
waiver operational and administrative functions to other public or private entities:

Level of Care Evaluation

The Division maintains a memorandum of understanding (MOU) with the Wyoming Department of Health, Public
Health Division to conduct level of care evaluations. The Public Health Division oversees a statewide network of
Public Health Nursing County Offices. Public health nurses from the county offices conduct the level of care
evaluations and submit evaluation data through the Division's case management information system. The Division
establishes the level of care evaluation criteria and retains the authority to make final level of care determinations.

Prior Authorization of Waiver Services

The Division contracts with a Quality Improvement Organization (QIO) for the review of necessity for skilled
nursing services before they are authorized or delivered. Prior authorization reviews facilitate coordination and
minimize the duplication of Medicaid benefits to ensure the most effective use of public resources. A registered
nurse conducts a peer review of the skilled nursing care plan to ensure those services are authorized:

- Within the scope and limitations of the skilled nursing services benefit;

- According to the assessed needs of the waiver participant;

- Consistent with the practice of nursing as defined by the Wyoming Nurse Practice Act;

- In such a manner that does not duplicate other services provided under the waiver program or the Medicaid State
Plan.

Qualified Provider Enrollment

The Division contracts with a private corporation to act asits Fiscal Agent and to maintain the Medicaid
Management Information System (MMIS), process provider claims for reimbursement, maintain a call center,
respond to provider questions and complaints, produce reports, and assist in the provider enrollment/application
process. |n performance of its delegated provider enrollment functions, the contractor:

- Processes all provider enrollment applications through an online portal;

- Conducts an initial screening of provider qualifications;

- Searches the List of Excluded Individual§/Entities (LEIE) to verify that the applicant/provider is not excluded from
participation in Federally-funded healthcare programs by the US Department of Health and Human Services, Office
of Inspector General (OIG);

- Obtains confirmation from the Division that the applicant/provider meets all applicable provider qualifications as
specified in the waver application;

- Notifies applicant/provider of approval/disapproval;

- Enrolls approved providersin the MMIS; and

- Maintains documentation of executed Medicaid Provider Agreements.

The Division maintains aMOU with the Wyoming Department of Health, Aging Division to conduct initial and
periodic reviews to verify that waiver service providers maintain compliance with applicable provider qualification
standards. This includes onsite inspections and complaint investigations for providers of certain waiver services.

The Division contracts with a private corporation to act as its Financial Management Services (FMS) agency to

support the employers of record for participant-directed waiver services by performing financial administrative

activities such as withholding taxes and processing payroll. In performance of its delegated provider enrollment
functions, the FM S verifies provider qualifications, conducts background investigations, and facilitates provider
enrollment.

Quality Assurance and Quality Improvement Activities

The Division contracts with a QIO to conduct peer reviews of the level of care evaluations performed by the Public
Health Nursing County Offices. Registered nurses review a representative sample of evaluations to determine
whether the level of care evaluation processes and instruments were applied appropriately. The contractor's detailed
findings and any recommendations for improving the quality and/or statewide consistency in the application of the
level of care evaluation criteria are compiled into an annual report submitted to the Division. Additionally, registered
nurses conduct a peer reviews of level of care evaluations disputed by the participant/applicant as part of a
reconsideration request or request for fair hearing.
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O No. Contracted entities do not perform waiver operational and administrative functions on behalf of the
M edicaid agency and/or the operating agency (if applicable).

Appendix A: Waiver Administration and Operation

4. Role of Local/Regional Non-State Entities. Indicate whether local or regional non-state entities perform waiver
operational and administrative functions and, if so, specify the type of entity (Select One):

® Not applicable

O Applicable - Local/regional non-state agencies perform waiver operational and administrative functions.
Check each that applies:

[ L ocal/Regional non-state public agencies perform waiver operational and administrative functions at the local
or regional level. Thereis an interagency agreement or memorandum of under standing between the State
and these agencies that sets forth responsibilities and performance requirements for these agencies that is
available through the Medicaid agency.

Soecify the nature of these agencies and complete items A-5 and A-6:

[ L ocal/Regional non-gover nmental non-state entities conduct waiver operational and administrative functions
at the local or regiona level. Thereis acontract between the Medicaid agency and/or the operating agency
(when authorized by the Medicaid agency) and each local/regional non-state entity that sets forth the
responsibilities and performance requirements of the local/regiona entity. The contract(s) under which private
entities conduct waiver operational functions are available to CM S upon request through the Medicaid agency or
the operating agency (if applicable).

Secify the nature of these entities and complete items A-5 and A-6:

Appendix A: Waiver Administration and Operation

5. Responsibility for Assessment of Performance of Contracted and/or L ocal/Regional Non-State Entities. Specify the
state agency or agencies responsible for assessing the performance of contracted and/or local/regional non-state entitiesin
conducting waiver operational and administrative functions:

The Wyoming Department of Health, Division of Healthcare Financing retains ultimate administrative authority and is
responsible for assessing the performance of other public and private entitiesin conducting del egated waiver operational
and administrative functions.

Appendix A: Waiver Administration and Operation

6. Assessment M ethods and Frequency. Describe the methods that are used to assess the performance of contracted and/or
local/regional non-state entities to ensure that they perform assigned waiver operational and administrative functionsin
accordance with waiver requirements. Also specify how frequently the performance of contracted and/or local/regional
non-state entities is assessed:
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Contracts, memoranda of understanding (MOUSs), letters of agreement (LOAS), interagency agreements (IAs), Medicaid
provider agreements, or other forms or written agreement are used to document the assignment and delegation of any
waiver operational or administrative function to another public or private entity in accordance with state procurement and
contracting policies. Once executed, each agreement is assigned to a Division staff member with the primary
responsibility for its maintenance and oversight.

Division staff ensure compliance with the provisions of the written agreement and assess the performance of delegated
functions through ongoing and periodic monitoring activities such as the review and acceptance of reports/deliverables,
on-site/desk audits, data analyses, regular status meetings, and documentation reviews as specified in the written
agreement.

The performance of each public/private entity is assessed at least annually but may be assessed more frequently in
accordance state and federal regulatory standards or as specified in the written agreement.

Appendix A: Waiver Administration and Operation

7. Distribution of Waiver Operational and Administrative Functions. In the following table, specify the entity or entities
that have responsibility for conducting each of the waiver operational and administrative functions listed (check each that
applies):

In accordance with 42 CFR 8431.10, when the Medicaid agency does not directly conduct a function, it supervisesthe
performance of the function and establishes and/or approves policies that affect the function. All functions not performed
directly by the Medicaid agency must be delegated in writing and monitored by the Medicaid Agency. Note: More than
one box may be checked per item. Ensure that Medicaid is checked when the Sngle Sate Medicaid Agency (1) conducts
the function directly; (2) supervises the delegated function; and/or (3) establishes and/or approves policies related to the

function.
Function Medicaid Agency|Contracted Entity

Participant waiver enrollment ]
Waiver enrollment managed against approved limits

Waiver expenditures managed against approved levels L]
Level of care evaluation
Review of Participant service plans ]
Prior authorization of waiver services
Utilization management ]
Qualified provider enrollment
Execution of Medicaid provider agreements ]
Establishment of a statewide rate methodology []
Rules, policies, procedures and infor mation development gover ning the waiver program ]
Quality assurance and quality improvement activities

Appendix A: Waiver Administration and Operation
Quality Improvement: Administrative Authority of the Single State M edicaid
Agency

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Administrative Authority
The Medicaid Agency retains ultimate administrative authority and responsibility for the operation of the waiver
program by exercising oversight of the performance of waiver functions by other state and local/regional non-state
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agencies (if appropriate) and contracted entities.

i. Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance, complete
the following. Performance measures for administrative authority should not duplicate measures found in other
appendices of the waiver application. As necessary and applicable, performance measures should focus on:
= Uniformity of development/execution of provider agreements throughout all geographic areas covered by
the waiver
= Equitable distribution of waiver openingsin all geographic areas covered by the waiver

= Compliance with HCB settings requirements and other new regulatory components (for waiver actions
submitted on or after March 17, 2014)

Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to analyze
and assess progress toward the performance measure. In this section provide information on the method by which
each source of data is analyzed statistically/deductively or inductively, how themes are identified or conclusions
drawn, and how recommendations are for mulated, where appropriate.

Performance Measure;

Per centage of Financial M anagement Services (FM S) agency on-site quarterly performance
reviews in which there were no deficiencies or the deficiencies were corrected or a
corrective action plan is accepted within 30 days. Numerator: On-site performancereviews

without deficiency or with timely remediation. Denominator: On-site performancereviews
conducted.

Data Sour ce (Select one):
On-site observations, interviews, monitoring
If 'Other' is selected, specify:

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach(check
each that applies):

State M edicaid LI weexly 100% Review
Agency
[J operating Agency LI Monthly [J L essthan 100%

Review

[] Sub-State Entity Quarterly [] Representative

Sample
Confidence
Interval =
[] Other [] Annually [] Stratified
Specify: Describe Group:

[] Continuously and

[ Other
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Ongoing Specify:

[ Other
Specify:

Data Aggregation and Analysis:
Responsible Party for data aggregation Frequency of data aggregation and

and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:

Performance Measure;

Per centage of annual Fiscal Agent Security Operations Center (SOC) auditsin which there
wer e no deficiencies or the deficiencies were corrected or a corrective action plan is
accepted within 30 days. Numerator: SOC auditswithout deficiency or with timely
remediation. Denominator: SOC audits conducted.

Data Sour ce (Select one):
Reportsto State Medicaid Agency on delegated Administrative functions
If 'Other' is selected, specify:

Responsible Party for data | Frequency of data Sampling Approach(check
collection/gener ation(check | collection/generation(check | each that applies):
each that applies): each that applies):
State Medicaid [T weekly 100% Review
Agency

Page 20 of 183
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Independent auditor

[] Operating Agency [] Monthly [] L essthan 100%
Review
[ Sub-State Entity [ Quarterly [ Representative
Sample
Confidence
Interval =
Other Annually [ stratified
Specify: Describe Group:

contracted by the
MMIS vendor
[] Continuously and [] Other
Ongoing Specify:
[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[] Other
Specify:

Page 21 of 183
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Responsible Party for data aggregation
and analysis (check each that applies):

Frequency of data aggregation and
analysis(check each that applies):

Per formance M easur e

Per centage of monthly Prior Authorization and Quality I mprovement Organization

contractor reportssubmitted in which there were no deficiencies or the deficiencieswere

corrected or a corrective action plan is accepted within 30 days. Numerator: Monthly

reports submitted without deficiency or with timely remediation. Denominator: Monthly

reports submitted.

Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated Administrative functions

If 'Other' is selected, specify:

Responsible Party for data
collection/gener ation(check
each that applies):

Frequency of data
collection/gener ation(check
each that applies):

Sampling Approach(check
each that applies):

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency Monthly [] L essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
LI other LI Annually L stratified
Specify: Describe Group:

[] Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:
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Data Aggregation and Analysis:
Responsible Party for data aggregation Frequency of data aggregation and

and analysis (check each that applies): analysis(check each that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[] Other
Specify:
Annually

[] Continuously and Ongoing

[] Other
Specify:

If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

b. Methodsfor Remediation/Fixing Individual Problems

Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.

Individual deficienciesidentified through the Division's regular monitoring activities or through the waiver
performance measures are remediated by Division staff through the provision of technical assistance, the
imposition of a corrective action or sanction, and/or the enforcement of contract service level agreements.

In accordance with CMS guidance issued March 12, 2014, any performance measure with less than an 86%
success rate warrants further analysis to determine the cause. The Division conducts a root cause analysis to
identify contributing factors and determine underlying causes of deficiency for any measure with less than an 86%
success rate. Based upon the findings of the root cause analysis, the Division may initiate a Quality Improvement
Project (QIP). The QIP includes, at minimum:

- A description of remedial actionsto be taken (e.g. training, revised policies/procedures, additional staff, different
staffing patterns, provider/vendor corrective action);

- A timeline of remedial actions to be taken;

- The individuals responsible for effectuating remedial actions; and,

- The frequency with which performance/compliance is measured.

The HCBS Quality Improvement Committee assures accountability to the Division’s stakeholders and provides
oversight of quality improvement activities, including regular monitoring of QIP effectiveness.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)
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. . .| Frequency of data aggregation and analysis
Responsible Party(check each that applies): (check each that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [ Monthly
[] Sub-State Entity [] Quarterly
[] Other

Specify:
Annually
[] Continuously and Ongoing
[ Other
Specify:
c. Timelines

When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Administrative Authority that are currently non-

operational.
® No

OYes

Please provide a detailed strategy for assuring Administrative Authority, the specific timeline for implementing
identified strategies, and the parties responsible for its operation.

Appendix B: Participant Accessand Eligibility

B-1: Specification of the Waiver Target Group(s)

a. Target Group(s). Under the waiver of Section 1902(a)(10)(B) of the Act, the state limits waiver services to one or more
groups or subgroups of individuals. Please see the instruction manual for specifics regarding age limits. In accordance
with 42 CFR 8441.301(b)(6), select one or more waiver target groups, check each of the subgroups in the selected target
group(s) that may receive services under the waiver, and specify the minimum and maximum (if any) age of individuals

served in each subgroup:

Maximum Age
Target Group Included Target SubGroup Minimum Age Maximum Age |NoMaximum Age
Limit Limit
Aged or Disabled, or Both - General
Aged 65
L] Disabled (Physical)
Disabled (Other) 19 64
[l Aged or Disabled, or Both - Specific Recognized Subgroups
|:| Brain Injury D
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Maximum Age

Target Group Included Target SubGroup Minimum Age Maximum Age |NoMaximum Age
Limit Limit
] HIV/AIDS ]
L] Medically Fragile ]
] Technology Dependent []

[l Intellectual Disability or Developmental Disability, or Both

|:| IAutism D

] Developmental Disability ]

] Intellectual Disability ]
[] Mental Iliness

|:| Mental |lIness D

|:| Serious Emotional Disturbance

b. Additional Criteria. The state further specifiesits target group(s) as follows:

Disability is demonstrated through a disability determination by the Social Security Administration (SSA) or by the
Department or its agent using SSA determination criteria

c¢. Transition of Individuals Affected by Maximum Age Limitation. When there is a maximum age limit that applies to
individuals who may be served in the waiver, describe the transition planning procedures that are undertaken on behalf of
participants affected by the age limit (select one):

O Not applicable. Thereisno maximum age limit

® Thefollowing transition planning procedures are employed for participants who will reach the waiver's
maximum age limit.

Foecify:

Individuals served by the waiver under the disability target subgroup transition without interruption to the aged
target subgroup upon their 65th birthday.

Appendix B: Participant Accessand Eligibility
B-2: Individual Cost Limit (1 of 2)

a. Individual Cost Limit. The following individual cost limit applies when determining whether to deny home and
community-based services or entrance to the waiver to an otherwise eligible individual (select one). Please note that a state
may have only ONE individual cost limit for the purposes of determining eligibility for the waiver:

® No Cost Limit. The state does not apply an individual cost limit. Do not complete Item B-2-b or item B-2-c.

O Cost Limit in Excess of Ingtitutional Costs. The state refuses entrance to the waiver to any otherwise eligible
individual when the state reasonably expects that the cost of the home and community-based services furnished to
that individual would exceed the cost of alevel of care specified for the waiver up to an amount specified by the state.
Complete Items B-2-b and B-2-c.

Thelimit specified by the stateis (select one)

O Aleve higher than 100% of the institutional average.

Specify the percentage:lzl
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O Other

Soecify:

O |ngtitutional Cost Limit. Pursuant to 42 CFR 441.301(a)(3), the state refuses entrance to the waiver to any otherwise
eigible individual when the state reasonably expects that the cost of the home and community-based services

furnished to that individual would exceed 100% of the cost of the level of care specified for the waiver. Complete
Items B-2-b and B-2-c.

O Cost Limit Lower Than Institutional Costs. The state refuses entrance to the waiver to any otherwise qualified
individual when the state reasonably expects that the cost of home and community-based services furnished to that

individual would exceed the following amount specified by the state that is less than the cost of alevel of care
specified for the waiver.

Soecify the basis of the limit, including evidence that the limit is sufficient to assure the health and welfare of waiver
participants. Complete Items B-2-b and B-2-c.

The cost limit specified by the stateis (select one):
o Thefollowing dollar amount:

Specify dollar amount:IIl

Thedollar amount (select one)

O Isadjusted each year that the waiver isin effect by applying the following for mula:

Specify the formula:

O May be adjusted during the period the waiver isin effect. The state will submit a waiver
amendment to CM Sto adjust the dollar amount.

o Thefollowing percentage that islessthan 100% of the institutional average:

Specify percer1t:|:|

O Other:

Specify:

Appendix B: Participant Access and Eligibility
B-2: Individual Cost Limit (2 of 2)
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Answers provided in Appendix B-2-a indicate that you do not need to complete this section.

b. Method of Implementation of the Individual Cost Limit. When an individual cost limit is specified in Item B-2-a,
specify the procedures that are followed to determine in advance of waiver entrance that the individual's health and welfare
can be assured within the cost limit:

c. Participant Safeguards. When the state specifies an individual cost limit in Iltem B-2-aand thereis a change in the
participant's condition or circumstances post-entrance to the waiver that requires the provision of servicesin an amount
that exceeds the cost limit in order to assure the participant's health and welfare, the state has established the following
safeguards to avoid an adverse impact on the participant (check each that applies):

[] The participant isreferred to another waiver that can accommaodate the individual's needs.

[] Additional servicesin excess of the individual cost limit may be authorized.

Specify the procedures for authorizing additional services, including the amount that may be authorized:

[ Other safeguard(s)

Specify:

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (1 of 4)

a. Unduplicated Number of Participants. The following table specifies the maximum number of unduplicated participants
who are served in each year that the waiver isin effect. The state will submit awaiver amendment to CMS to modify the
number of participants specified for any year(s), including when a modification is hecessary dueto legislative
appropriation or another reason. The number of unduplicated participants specified in thistable is basis for the cost-
neutrality calculationsin Appendix J:

Table: B-3-a
Waiver Year Unduplicated Number of Participants
Year 1 2324
Vear 2 2631
Year 3 2870
vear 4 2916
Vear s 3143

b. Limitation on the Number of Participants Served at Any Point in Time. Consistent with the unduplicated number of
participants specified in Item B-3-a, the state may limit to alesser number the number of participants who will be served at
any point in time during awaiver year. Indicate whether the state limits the number of participantsin this way: (select one)
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® The state does not limit the number of participantsthat it servesat any point in time during a waiver
year.

O The state limits the number of participantsthat it servesat any point in time during a waiver year.

The limit that appliesto each year of the waiver period is specified in the following table:

Table: B-3-b
Waiver Year Maximum Number of Participants Served
At Any Paint During the Year
Year 1
Y ear 2
Year 3
Year 4
Year 5

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served (2 of 4)

c. Reserved Waiver Capacity. The state may reserve a portion of the participant capacity of the waiver for specified
purposes (e.g., provide for the community transition of institutionalized persons or furnish waiver services to individuals
experiencing acrisis) subject to CM S review and approval. The State (select one):

® Not applicable. The state does not reserve capacity.

O The gtate reserves capacity for the following purpose(s).

Appendix B: Participant Accessand Eligibility
B-3: Number of Individuals Served (3 of 4)

d. Scheduled Phase-In or Phase-Out. Within awaiver year, the state may make the number of participants who are served
subject to a phase-in or phase-out schedule (select one):

O Thewaiver isnot subject to a phase-in or a phase-out schedule.

® Thewaiver issubject to a phase-in or phase-out schedulethat isincluded in Attachment #1 to Appendix
B-3. Thisschedule constitutes an intra-year limitation on the number of participantswho are served in
the waiver.

e. Allocation of Waiver Capacity.

Slect one:

® Waiver capacity is allocated/managed on a statewide basis.
O waiver capacity is allocated to local/r egional non-state entities.
Specify: (a) the entities to which waiver capacity is alocated; (b) the methodology that is used to allocate capacity

and how often the methodology is reevaluated; and, (c) policies for the reallocation of unused capacity among
local/regional non-state entities:
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f. Selection of Entrantsto the Waiver. Specify the policies that apply to the selection of individuals for entrance to the
waiver:

Participants are enrolled chronologically based on the date of eligibility determination.

Appendix B: Participant Access and Eligibility
B-3: Number of Individuals Served - Attachment #1 (4 of 4)

Waiver Phase-1n/Phase-Out Schedule
Based on Waiver Proposed Effective Date: 07/01/16

a. Thewaiver isbeing (select one):

® phased-in
O Phased-out

b. Phase-In/Phase-Out Time Schedule. Complete the following table:

Beginning (base) number of Participants: {182

Waiver Year 1

Phase-1n/Phase-Out Schedule

Unduplicated Number of Participants: 2324

Waiver Year 2

Unduplicated Number of Participants: 2631

Base Number of Participant Base Number of Participant
Month Participants Change Limit Month Participants Change Limit
Waiver Year 3 Waiver Year 4
Base Number of Participant Unduplicated Number of Participants: 2916
Monthl o icipants Change Limit Base Number of Participant
P Month - Change .
e | Participants Limit
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Phase-1n/Phase-Out Schedule
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A TS
Nov w4 364 Nov w ([ 4 364
Jun 364 —l(] 364 Jun 364 —l(] 364
Waiver Year 5 -
Unduplicated Number of Participants: 3143
S
) N — |
c. Waiver Years Subject to Phase-In/Phase-Out Schedule
Year One| Year Two| Year Three| Year Four | Year Five
H [ [] H
d. Phase-In/Phase-Out Time Period
Month Waiver Year
Waiver Year: First Calendar Month Jul
Phase-in/Phase-out begins Sep 1
Phase-in/Phase-out ends Jun 1

Appendix B: Participant Accessand Eligibility

a. 1. State Classification. The stateis a (select one):

B-4: Eligibility Groups Served in the Waiver
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® 51634 State
O sgl Criteria State
O 209(b) State

2. Miller Trust State.
Indicate whether the state is a Miller Trust State (select one):

O No
® ves
b. Medicaid Eligibility Groups Served in the Waiver . Individuals who receive services under this waiver are eligible under

the following eligibility groups contained in the state plan. The state applies all applicable federal financial participation
limits under the plan. Check all that apply:

Eligibility Groups Served in the Waiver (excluding the special home and community-based waiver group under 42 CFR
§435.217)

[] L ow income families with children as provided in 81931 of the Act

SSI recipients

[ Aged, blind or disabled in 209(b) states who are eligible under 42 CFR 8§435.121
[] Optional state supplement recipients

[] Optional categorically needy aged and/or disabled individuals who haveincome at:

Select one:

O 100% of the Federal poverty level (FPL)
O o of FPL, which islower than 100% of FPL.

Specify percentage:lzl

[] Working individuals with disabilitieswho buy into Medicaid (BBA working disabled group as provided in
§1902(a)(10)(A)(ii)(XII1)) of the Act)

Working individuals with disabilitieswho buy into Medicaid (TWW!II1A Basic Coverage Group asprovided in
§1902(a)(10)(A)(ii)(XV) of the Act)

[] Working individuals with disabilitieswho buy into Medicaid (TWW!IIA Medical Improvement Coverage
Group as provided in §1902(a)(10)(A)(ii))(XVI) of the Act)

[ Disabled individuals age 18 or younger who would require an institutional level of care (TEFRA 134 dligibility
group as provided in §1902(¢e)(3) of the Act)

[] Medically needy in 209(b) States (42 CFR §435.330)

[] Medically needy in 1634 Statesand SSI Criteria States (42 CFR 8§435.320, 8435.322 and §435.324)

Other specified groups (include only statutory/regulatory referenceto reflect the additional groupsin the state
plan that may receive services under thiswaiver)

Soecify:

Populations outlined at 42 CFR 435.110

Special home and community-based waiver group under 42 CFR §435.217) Note: When the special home and
community-based waiver group under 42 CFR §435.217 isincluded, Appendix B-5 must be completed

O No. The state does not furnish waiver servicesto individualsin the special home and community-based waiver
group under 42 CFR 8435.217. Appendix B-5 is not submitted.

® vYes The state furnishes waiver servicesto individualsin the special home and community-based waiver group
under 42 CFR 8§435.217.
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Select one and complete Appendix B-5.

O Allindividualsin the special home and community-based waiver group under 42 CFR 8435.217

® Only the following groups of individualsin the special home and community-based waiver group under 42
CFR 8§435.217

Check each that applies:

A special income level equal to:

Slect one:

® 300% of the SSI Federal Benefit Rate (FBR)
Oa per centage of FBR, which islower than 300% (42 CFR 8§435.236)

Specify percentage: I:l

O A dollar amount which islower than 300%.

Specify dollar amount: I:l

[ Aged, blind and disabled individuals who meet requirementsthat are morerestrictive than the SS|
program (42 CFR 8435.121)

[] M edically needy without spend down in states which also provide Medicaid to recipients of SSI (42
CFR 8435.320, 8435.322 and §435.324)

[] Medically needy without spend down in 209(b) States (42 CFR 8§435.330)
[] Aged and disabled individuals who haveincome at:

Sdect one:

O 100% of FPL
O o of FPL, which islower than 100%.

Specify percentage amount:IZI

[] Other specified groups (include only statutory/regulatory referenceto reflect the additional groupsin
the state plan that may receive services under thiswaiver)

Soecify:

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of Income (1 of 7)

In accordance with 42 CFR §441.303(€), Appendix B-5 must be completed when the state furnishes waiver servicesto individuals
in the special home and community-based waiver group under 42 CFR 8435.217, asindicated in Appendix B-4. Post-eligibility
applies only to the 42 CFR 8435.217 group.

a. Use of Spousal Impoverishment Rules. Indicate whether spousal impoverishment rules are used to determine eligibility
for the special home and community-based waiver group under 42 CFR 8435.217:

Note: For the period beginning January 1, 2014 and extending through September 30, 2019 (or other date as required by
law), the following instructions are mandatory. The following box should be checked for all waivers that furnish waiver
services to the 42 CFR §435.217 group effective at any point during this time period.
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Spousal impoverishment rulesunder §1924 of the Act are used to deter mine the digibility of individualswith a
community spouse for the special home and community-based waiver group. In the case of a participant with a
community spouse, the state uses spousal post-eligibility rulesunder §1924 of the Act.

Complete Items B-5-¢ (if the selection for B-4-a-i is S3 State or §1634) or B-5-f (if the selection for B-4-a-i is 209b
Sate) and Item B-5-g unless the state indicates that it also uses spousal post-eligibility rules for the time periods
before January 1, 2014 or after September 30, 2019 (or other date asrequired by law).
Note: The following selections apply for the time periods before January 1, 2014 or after September 30, 2019 (or other
date as required by law) (select one).

® Spousal impoverishment rulesunder §1924 of the Act are used to deter mine the digibility of individualswith a
community spouse for the special home and community-based waiver group.

In the case of a participant with acommunity spouse, the state elects to (select one):

® yse spousal post-igibility rulesunder 81924 of the Act.
(Complete Item B-5-b (SS Sate) and Item B-5-d)

©) Useregular post-eligibility rulesunder 42 CFR 8435.726 (SSI State) or under 8435.735 (209b State)
(Complete Item B-5-b (SS State). Do not complete Item B-5-d)

o Spousal impoverishment rulesunder §1924 of the Act are not used to deter mine eligibility of individuals with a
community spouse for the special home and community-based waiver group. The state usesregular post-
eligibility rulesfor individualswith a community spouse.

(Complete Item B-5-b (SS Sate). Do not complete Item B-5-d)

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of |ncome (2 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.
b. Regular Post-Eligibility Treatment of Income: SS| State.

The state uses the post-eligibility rules at 42 CFR 435.726 for individuals who do not have a spouse or have a spouse who
is not a community spouse as specified in §1924 of the Act. Payment for home and community-based waiver servicesis
reduced by the amount remaining after deducting the following allowances and expenses from the waiver participant's
income:

i. Allowance for the needs of the waiver participant (select one):

® Thefollowing standard included under the state plan

Sclect one:

O ss standard

O Optional state supplement standard

o M edically needy income standar d

® The special incomelevel for institutionalized per sons

(select one):

® 300% of the SSI Federal Benefit Rate (FBR)
O A per centage of the FBR, which islessthan 300%

Specify the percentage:lZl

O A dollar amount which is lessthan 300%.

Specify dollar amount::

Oa per centage of the Federal poverty level
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Specify percentage:lzl

O Other standard included under the state Plan

Specify:

O Thefollowing dollar amount

Specify dollar amount:III If this amount changes, thisitem will be revised.

o Thefollowing formulais used to determine the needs allowance:

Soecify:

O other

Soecify:

Page 34 of 183

ii. Allowance for the spouse only (select one):

® Not Applicable

O Thegate provides an allowance for a spouse who does not meet the definition of a community spousein

§1924 of the Act. Describe the circumstances under which this allowanceis provided:

Specify:

Specify the amount of the allowance (select one):

O ssi standard

o Optional state supplement standard
©) Medically needy income standard
o Thefollowing dollar amount:

Specify dollar amount:|:| If this amount changes, thisitem will be revised.

O Theamount is determined using the following formula:

Soecify:

iii. Allowance for the family (select one):
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® Not Applicable (seeinstructions)
O AFDC need standard

O Medically needy income standard
o Thefollowing dollar amount:

Specify dollar amount:|:| The amount specified cannot exceed the higher of the need standard for a

family of the same size used to determine ligibility under the state's approved AFDC plan or the medically
needy income standard established under 42 CFR 8435.811 for afamily of the same size. If this amount
changes, thisitem will be revised.

O Theamount is determined using the following formula:

Soecify:

O Other

Soecify:

iv. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 8CFR 435.726:

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedia care expenses recognized under state law but not covered under the state's
Medicaid plan, subject to reasonable limits that the state may establish on the amounts of these expenses.

Select one:

® Not Applicable (seeinstructions)Note: If the state protects the maximum amount for the waiver participant,
not applicable must be selected.

O The state does not establish reasonable limits.
O Thegate establishes the following reasonable limits

Soecify:

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of Income (3 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.

c. Regular Post-Eligibility Treatment of Income: 209(B) State.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and ther efor e this section
isnot visible.

Appendix B: Participant Accessand Eligibility
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B-5: Post-Eligibility Treatment of | ncome (4 of 7)

Note: The following selections apply for the time periods before January 1, 2014 or after December 31, 2018.
d. Post-Eligibility Treatment of Income Using Spousal | mpoverishment Rules

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with a community spouse toward the cost of home and community-based care if it determines
theindividual's eligibility under 81924 of the Act. There is deducted from the participant's monthly income a personal
needs allowance (as specified below), a community spouse's allowance and a family allowance as specified in the state
Medicaid Plan. The state must also protect amounts for incurred expenses for medical or remedial care (as specified
below).

i. Allowance for the personal needs of the waiver participant

(select one):

O sl standard

O Optional state supplement standard

O Medically needy income standard

® The special income level for institutionalized persons
O a per centage of the Federal poverty level

Specify percentage:lzl

O Thefollowing dollar amount:

Specify dollar amount:IIl If this amount changes, thisitem will be revised

O Thefollowing formulais used to determine the needs allowance:

Foecify formula:

O other

Soecify:

ii. If the allowance for the per sonal needs of a waiver participant with a community spouseis different from
the amount used for the individual's maintenance allowance under 42 CFR 8435.726 or 42 CFR §435.735,
explain why thisamount isreasonable to meet theindividual's maintenance needsin the community.

Select one:

@ Allowanceisthe same
O Allowanceisdifferent.

Explanation of difference:
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iii. Amountsfor incurred medical or remedial care expenses not subject to payment by athird party, specified
in 42 CFR §435.726:

a. Health insurance premiums, deductibles and co-insurance charges
b. Necessary medical or remedial care expenses recognized under state law but not covered under the state's
Medicaid plan, subject to reasonable limits that the state may establish on the amounts of these expenses.

Select one:

® Not Applicable (seeinstructions)Note: If the state protects the maximum amount for the waiver participant,
not applicable must be selected.

O The state does not establish reasonable limits.
O The gtate uses the same reasonable limits as ar e used for regular (non-spousal) post-eligibility.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of Income (5 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

e. Regular Post-Eligibility Treatment of Income: §1634 State - 2014 through 2018.

Answers provided in Appendix B-5-a indicate the selections in B-5-b also apply to B-5-e.

Appendix B: Participant Access and Eligibility
B-5: Post-Eligibility Treatment of |ncome (6 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.

f. Regular Post-Eligibility Treatment of Income: 209(B) State - 2014 through 2018.

Answers provided in Appendix B-4 indicate that you do not need to complete this section and ther efor e this section
isnot visible,

Appendix B: Participant Accessand Eligibility
B-5: Post-Eligibility Treatment of Income (7 of 7)

Note: The following selections apply for the five-year period beginning January 1, 2014.
g. Post-Eligibility Treatment of Income Using Spousal | mpoverishment Rules - 2014 thr ough 2018.

The state uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment protection) to determine the
contribution of a participant with acommunity spouse toward the cost of home and community-based care. There is
deducted from the participant's monthly income a personal needs allowance (as specified below), a community spouse's
allowance and afamily allowance as specified in the state Medicaid Plan. The state must also protect amounts for incurred
expenses for medical or remedial care (as specified below).

Answers provided in Appendix B-5-a indicate the selectionsin B-5-d also apply to B-5-g.

Appendix B: Participant Accessand Eligibility
B-6: Evaluation/Reevaluation of Level of Care

As specified in 42 CFR 8441.302(c), the state provides for an evaluation (and periodic reevaluations) of the need for the level(s)
of care specified for this waiver, when there is a reasonable indication that an individual may need such servicesin the near
future (one month or less), but for the availability of home and community-based waiver services.

a. Reasonable Indication of Need for Services. In order for an individual to be determined to need waiver services, an
individual must require: (a) the provision of at least one waiver service, as documented in the service plan, and (b) the
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provision of waiver services at least monthly or, if the need for services is less than monthly, the participant requires
regular monthly monitoring which must be documented in the service plan. Specify the state's policies concerning the
reasonable indication of the need for services:

i. Minimum number of services.

The minimum number of waiver services (one or more) that an individual must require in order to be determined to
need waiver servic&sis:
ii. Frequency of services. The state requires (select one):
® The provision of waiver services at least monthly
o Monthly monitoring of the individual when services are furnished on a lessthan monthly basis

If the state also requires a minimum frequency for the provision of waiver services other than monthly (e.g.,
quarterly), specify the frequency:

b. Responsibility for Performing Evaluations and Reevaluations. Level of care evaluations and reevaluations are
performed (select one):
o Directly by the M edicaid agency
O By the operating agency specified in Appendix A
®© By a gover nment agency under contract with the Medicaid agency.

Soecify the entity:

The Wyoming Department of Health, Public Health Division

O Other
Foecify:

¢. Qualifications of Individuals Performing I nitial Evaluation: Per 42 CFR 8441.303(c)(1), specify the
educational/professional qualifications of individuals who perform the initial evaluation of level of care for waiver

applicants:

A registered nurse licensed to practice in the State of Wyoming and quaified by the Wyoming Department of Health, or
its agent, as having successfully completed all requisite education and training.

d. Level of CareCriteria. Fully specify the level of care criteriathat are used to evaluate and reevaluate whether an
individual needs services through the waiver and that serve as the basis of the state's level of care instrument/tool. Specify
the level of care instrument/tool that is employed. State laws, regulations, and policies concerning level of care criteria and
the level of care instrument/tool are available to CM S upon request through the Medicaid agency or the operating agency

(if applicable), including the instrument/tool utilized.
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The LT101 Level of Care Assessment instrument was developed by the Division to establish standardized methods for
measuring the applicant/participant's level of functional impairment and to ensure the statewide consistency in the level

of care evaluation process. The information obtained using the LT101 Level of Care Assessment instrument is used in the
Division's determination of whether an applicant/participant requires, or continues to require, the services or level of care
typicaly provided in anursing facility. The Division has established a minimum total score necessary to demonstrate the
applicant/participant's need for the nursing facility level of care, and this determination is used in the consideration of
digihility for certain Wyoming Medicaid long-term care programs and services.

The LT101 Level of Care Assessment instrument is designed to evaluate an applicant/participant's current functional
capacity across 13 domains and measure the “burden of care,” or how much assistance the applicant/participant needsin
performing Activities of Daily Living (ADLS), Instrumental Activities of Daily Living (IADLS), and social and cognitive
activities. The 13 domains included in the assessment are:

ADLs

- Eating

- Bathing

- Grooming

- Dressing

- Toileting

- Functional Mobility

IADLs
- Meal Preparation
- Medication Management

Social and Cognitive Activities
- Socia Interaction

- Comprehension

- Expression

- Problem Solving

- Memory

The applicant/participant's level of assistance needed is scored using the following zero to four scale:

0 = Independent: The applicant/participant is independent in compl eting activity safely without modification, assistive
devices, or aids.

1 = Modified Independent: The applicant/participant is able to complete the activity independently with the use of
adaptive equipment or light cueing.

2 = Supervision/Setup: The applicant/participant requires another person to provide routine setup assistance in
preparation for the activity or requires the presence of another person throughout the activity to provide supervision for
safety, cueing, or other stand-by assistance.

3 = Moderate Assistance: The applicant/participant requires the presence of another person throughout the activity to
provide hands-on assistance.

4 = Dependent: The applicant/participant is dependent on another person to compl ete the activity and can contribute little
or no effort on his or her own.

In scoring the level of assistance needed, a variety of data sources are considered (e.g. direct observations, individual self-
reports, caregiver reports, case manager/service provider reports, and medical chart reviews). The evauator uses
professional and clinical judgement in assessing the level of assistance needed for each domain. The evaluator
summarizes the scoring rationale and documents information gathered in support of that assessment in the Division's case
management information system.

e. Level of Carelnstrument(s). Per 42 CFR §441.303(c)(2), indicate whether the instrument/tool used to evaluate level of
care for the waiver differs from the instrument/tool used to evaluate institutional level of care (select one):

® The sameinstrument isused in determining the level of carefor thewaiver and for institutional care under the
state Plan.

O A different instrument is used to determine the level of care for the waiver than for institutional care under the
state plan.
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Describe how and why thisinstrument differs from the form used to evaluate institutional level of care and explain
how the outcome of the determination isreliable, valid, and fully comparable.

f. Processfor Level of Care Evaluation/Reevaluation: Per 42 CFR 8441.303(c)(1), describe the process for evaluating
waiver applicants for their need for the level of care under the waiver. If the reevaluation process differs from the
evaluation process, describe the differences:

Any individual, his’her legal guardian, or such person(s) authorized by a power of attorney may request alevel of care
determination. Employees or authorized representatives from a nursing facility, hospital, Program of All-Inclusive Care
for the Elderly (PACE) organization, or any other such healthcare or social services provider may also request alevel of
care determination on behalf of any individual for which that agency has the responsibility for the provision or
coordination of healthcare services. Requests are entered into the Division's case management information system,
matched to an application for or enrollment in aMedicaid long-term care program or service which requires alevel of
care evaluation/reeval uation, and screened for compl eteness and a reasonable indication of need for long-term care
supports.

The Division submits an electronic referral to the Public Health Nursing County Office, serving the

applicant/participant’ s county of residence or the county in which the applicant/participant is temporarily located. The
Public Health Nursing County Office contacts the applicant/participant to schedule an appointment to conduct the
evaluation/reevaluation. A registered nurse trained on the administration of the LT101 Level of Care Assessment
instrument conducts the eval uation/reeval uation and submits the evaluation data through the Division's case management
information system. The evaluation/reevaluation is typically conducted in the applicant/participant's residence, temporary
residence, or the healthcare facility to which the applicant/participant has been admitted. The evaluation/reeval uation may
be conducted in alternate location when justified by extenuating circumstances, such as homel essness.

The Division's case management information system applies the logic and scoring criteria established by the Division and
returns a determination of whether the applicant/participant meets the nursing facility level of care.
Applicants/participants determined not to require the nursing facility level of care are provided with a notice of their right
to request areconsideration and/or afair hearing in accordance with the processes described in Appendix F of the waiver
application.

0. Reevaluation Schedule. Per 42 CFR 8441.303(c)(4), reevauations of the level of care required by a participant are
conducted no less frequently than annually according to the following schedule (select one):

O Every three months
O Every six months
® Every twelve months

O Other schedule
Foecify the other schedule:

h. Qualifications of I ndividuals Who Perform Reevaluations. Specify the qualifications of individuals who perform
reeval uations (select one):

® The qualifications of individuals who perform reevaluations ar e the same as individuals who perform initial
evaluations.

O The qualifications are different.
Soecify the qualifications:
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i. Proceduresto Ensure Timely Reevaluations. Per 42 CFR 8441.303(c)(4), specify the procedures that the state employs
to ensure timely reevaluations of level of care (specify):

The Division's case management information system automatically generates a reevaluation referral to the Public Health
Nursing County Offices for active waiver participants 60 days prior to the expiration of the annual service plan.
Reevaluation timeliness is monitored by Division staff, the Public Health Nursing County Offices, and the Public Health
Division through automated aerts, task lists, and reports generated by the Division's case management information
system. Division staff follow up on outstanding/overdue reeval uations with the Public Health Nursing County Offices
and/or the Public Health Division and require justification for any evaluations completed outside of the Division's
established timelines.

j- Maintenance of Evaluation/Reevaluation Recor ds. Per 42 CFR 8§441.303(c)(3), the state assures that written and/or
electronically retrievable documentation of all evaluations and reevaluations are maintained for a minimum period of 3
years asrequired in 45 CFR 892.42. Specify the location(s) where records of evaluations and reevaluations of level of care

are maintained:

Level of care evaluation/reevaluation records are maintained in the Division’s case management information system for a
minimum of 6 years.

Appendix B: Evaluation/Reevaluation of Level of Care
Quality Improvement: Level of Care

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Level of Care Assurance/Sub-assurances

The state demonstrates that it implements the processes and instrument(s) specified in its approved waiver for
evaluating/reevaluating an applicant's'waiver participant'slevel of care consistent with level of care provided in a
hospital, NF or ICF/I1D.

i. Sub-Assurances:

a. Sub-assurance: An evaluation for LOC is provided to all applicants for whom there isreasonable
indication that services may be needed in the future.

Perfor mance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator .

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;
The per centage of applicantsfor whom thereisareasonableindication of need who

received an evaluation for level of care (LOC). Numerator: Applicantswith
reasonable indication of need who wer e evaluated. Denominator: Applicantswith a
reasonableindication of need.

Data Sour ce (Select one):
Other
If 'Other' is selected, specify:

05/12/2020



Case management infor mation system

Application for 1915(c) HCBS Waiver: WY.0236.R05.02 - Jul 01, 2020 (as of Jul 01, 2020)

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
[ other LI Annually [ stratified
Specify: Describe Group:

Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[ Other

Specify: Annually
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that applies):

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

[] Continuously and Ongoing

[ Other
Specify:
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b. Sub-assurance: The levels of care of enrolled participants are reevaluated at least annually or as
specified in the approved waiver.

Performance M easur es

For each performance measure the Sate will use to assess compliance with the statutory assurance (or

sub-assurance), complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sate to

analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are

identified or_conclusions drawn, and how recommendations ar e formul ated, where appropriate.

Per formance M easur e

Pursuant to CM S guidanceissued March 12, 2014, reporting on this subassuranceis

no longer required

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:

N/A

Responsible Party for
data
collection/generation
(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid LI weekly 100% Review
Agency
[J operating Ageney | L Monthly [ |essthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative

Sample
Confidence

Interval =

05/12/2020



Application for 1915(c) HCBS Waiver: WY.0236.R05.02 - Jul 01, 2020 (as of Jul 01, 2020)

Specify:

[] Other [] Annually [] Stratified
Describe Group:

Continuously and [ Other
Ongoing

Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[] Continuously and Ongoing

[] Other
Specify:
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¢. Sub-assurance: The processes and instruments described in the approved waiver are applied
appropriately and according to the approved description to determine participant level of care.
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Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance (or
sub-assurance), complete the following. Where possible, include numerator/denominator .

For each performance measure, provide information on the aggregated data that will enable the Sate to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

Per centage of level of care (LOC) evaluationsin arepresentative sample which were
conducted according to the processes described in the approved waiver. Numer ator:
L OC evaluationsin the sample which wer e conducted according to the processes
described in the approved waiver. Denominator: Total LOC evaluationsin the
sample.

Data Sour ce (Select one):
Reportsto State Medicaid Agency on delegated Administrative functions
If 'Other' is selected, specify:

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid LI weekly [ 100% Review
Agency
[ Operating Agency [ Monthly Lessthan 100%
Review
[ Sub-State Entity [ Quarterly Representative
Sample
Confidence
Interval =
95% with 5%
MOE
L other LI Annually Stratified
Specify: Describe Group:
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Stratified by
county,
according to
proportion of
total evals.
completed
within
performance
period. Evals.
included in
sample selected
randomly from
universe of
evals.
conducted
within each
county.

Continuously and
Ongoing

[ Other
Specify:

[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each
that applies):

Frequency of data aggregation and
analysis(check each that applies):

State Medicaid Agency LI weekly
[] Operating Agency ] Monthly
[ Sub-State Entity [ Quarterly
[ Other
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):

Performance M easur €;

Per centage of level of care (LOC) evaluations conducted within Division timelines.
Numerator: Number of LOC evaluations conducted within Division timelines.
Denominator: Total LOC evaluations conducted.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Case management infor mation system

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%
Review
[] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
LI other L1 Annually [ stratified
Specify: Describe Group:

Continuously and [] Other
Ongoing Specify:

[ Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
State Medicaid Agency [] Weekly
[ Operating Agency [ Monthly
[ Sub-State Entity [] Quarterly
[] Other
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:
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ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

b. Methods for Remediation/Fixing I ndividual Problems

i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.
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Individual deficienciesidentified through regular monitoring activities or through waiver performance measures
are remediated by the Division staff through the provision of technical assistance, the imposition of a corrective
action or sanction, and/or the enforcement of contract service level agreements.

In accordance with CM S guidance issued March 12, 2014, any performance measure with less than an 86%
success rate warrants further analysis to determine the cause. The Division conducts a root cause analysis to
identify contributing factors and determine underlying causes of deficiency for any measure with less than an 86%
success rate. Based upon the findings of the root cause analysis, the Division may initiate a Quality Improvement
Project (QIP). The QIP includes, at minimum;

- A description of remedial actionsto be taken (e.g. training, revised policies/procedures, additional staff, different
staffing patterns, provider/vendor corrective action);

- A timeline of remedial actionsto be taken;

- Theindividuals responsible for effectuating remedial actions; and,

- The frequency with which performance/compliance is measured.

The HCBS Quality Improvement Committee assures accountability to the Division's stakeholders and provides
oversight of quality improvement activities, including regular monitoring of QIP effectiveness.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[] Other
Specify:
Annually

[ Continuously and Ongoing

[] Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Level of Care that are currently non-operational.
® No

O vYes
Please provide a detailed strategy for assuring Level of Care, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.

Appendix B: Participant Accessand Eligibility
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B-7: Freedom of Choice

Freedom of Choice. As provided in 42 CFR 8§441.302(d), when an individual is determined to be likely to require a level of care
for thiswaiver, theindividual or his or her legal representativeis:

i. informed of any feasible alternatives under the waiver; and
ii. given the choice of either institutional or home and community-based services.

a. Procedur es. Specify the state's procedures for informing eligible individuals (or their legal representatives) of the feasible
alternatives available under the waiver and allowing these individuals to choose either institutional or waiver services.
| dentify the form(s) that are employed to document freedom of choice. The form or forms are available to CM S upon
request through the Medicaid agency or the operating agency (if applicable).

Case managers provide options counseling on all feasible alternatives and document the participant's (and/or legal
representative's, as appropriate) choices in the person-centered service plan. The person-centered service plan includes an
explanation of the participant's rights and responsibilities, including their rights to exercise freedom of choice among
feasible alternatives available under the waiver and to choose institutional services. The person-centered service plan is
agreed to with the informed consent of the participant and signed by all individuals and providers responsible for its
implementation.
b. Maintenance of Forms. Per 45 CFR §92.42, written copies or electronically retrievable facsimiles of Freedom of Choice
forms are maintained for aminimum of three years. Specify the locations where copies of these forms are maintained.

The person-centered service plan, including documentation of the participant's freedom of choice, is maintained in the
Division's case management information system for a minimum of six years.

Appendix B: Participant Access and Eligibility
B-8: Accessto Servicesby Limited English Proficiency Persons

Accessto Services by Limited English Proficient Per sons. Specify the methods that the state uses to provide meaningful access
to the waiver by Limited English Proficient persons in accordance with the Department of Health and Human Services "Guidance
to Federal Financial Assistance Recipients Regarding Title VI Prohibition Against National Origin Discrimination Affecting
Limited English Proficient Persons' (68 FR 47311 - August 8, 2003):

Individuals with limited English language proficiency are not denied access to waiver services. The Division maintains a contract
with atranglation and interpretation provider. The provider offers translation services for documents and telephonic
interpretation servicesin over 160 languages. Case managers assist applicants/participants with limited English language

proficiency in accessing the telephonic translation services to support enrollment and service plan development activities, free of
charge.

Appendix C: Participant Services
C-1: Summary of Services Covered (1 of 2)

a. Waiver Services Summary. List the services that are furnished under the waiver in the following table. If case
management is not a service under the waiver, complete items C-1-b and C-1-c:

Service Type Service
Statutory Service Adult Day Services
Statutory Service Case Management
Statutory Service Home Health Aide
Statutory Service Per sonal Support Services
Statutory Service Respite
Extended State Plan Service Skilled Nursing
Supportsfor Participant Direction Financial Management Services
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Service Type Service
Other Service Assisted Living Facility Services
Other Service Home-Delivered Meals
Other Service Non-Medical Transportation
Other Service Per sonal Emergency Response Systems (PERS)

Appendix C: Participant Services

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Statutory Service

Service:

Adult Day Health

Alternate Service Title (if any):

Adult Day Services

HCBS Taxonomy:

Category 1.

04 Day Services

Category 2:

04 Day Services

Category 3:

Service Definition (Scope):
Category 4:

Sub-Category 1.

04060 adult day services (social model)
Sub-Category 2:
04050 adult day health

Sub-Category 3:

Sub-Category 4:
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Services generally furnished four or more hours per day on aregularly scheduled basis, for one or more days per
week, or as specified in the service plan, in a non-institutional, community-based setting, which may encompass
health and/or social services needed to ensure the optimal functioning of the participant. Meals provided as part of
these services shall not constitute afull nutritional regimen. Adult day services may not be provided for purely
diversional/recreational purposes.

Adult day (health model) servicesinclude group socialization and companionship, assistance with activities of daily
living, and supervision as specified in a program plan. The program plan is individualized to the participant's
assessed needs and includes redlistic and measurable goals.

Adult day (social model) services include group socialization and companionship supports to participants at risk for
isolation or loneliness. Only incidental assistance with activities of daily living may be provided.

Participant transportation costs are not associated with the provision of adult day services and must be billed
separately.
Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Services are authorized by a case manager based on the participant's assessed needs. Adult day (social model)
services are limited to a maximum of 4,992 15-minute units per service plan year, or the prorated equivalent of three
days per week at eight hours per day. Adult Day (health model) services are limited to a maximum of 8,320 15-
minute units per service plan year, or the prorated equivalent of five days per week at eight hours per day.

Service Delivery Method (check each that applies):
[] Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):
[ L egally Responsible Per son

[l Relative

[ Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Agency Adult Day Care Facility

Agency Senior Center

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Adult Day Services

Provider Category:
Agency
Provider Type:

Adult Day Care Fecility

Provider Qualifications
License (specify):

Adult Day Care Facility License granted by the Wyoming Department of Health, Division of Aging
Certificate (specify):
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Other Standard (specify):

Adult day care facilities may provide both health and social models of adult day services.
Verification of Provider Qualifications
Entity Responsible for Verification:

Wyoming Department of Health, Division of Healthcare Financing
Frequency of Verification:

Annually

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Adult Day Services

Provider Category:
Agency
Provider Type:

Senior Center

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):

A senior center approved by the Wyoming Department of Health, Aging Division to provide Title 11-B

Supportive Services under the Older Americans Act. Senior centers may provide only adult day (social
model) services.

Verification of Provider Qualifications
Entity Responsible for Verification:

Wyoming Department of Health, Division of Healthcare Financing
Frequency of Verification:

Annually
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Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Statutory Service

Service:

Case Management

Alternate Service Title (if any):

HCBS Taxonomy:
Category 1 Sub-Category 1.
01 Case Management 01010 case management
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:
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Servicesthat assist participantsin gaining access to needed waiver and other state plan services, aswell as medical,
social, educational and other services, regardless of the funding source for the services to which accessis gained.

The assistance that case managers provide in assisting participants obtain services includes:

(1) Comprehensive assessment and periodic reassessment of participant needs, to determine the need for any
medical, educational, social, or other services.

(2) Facilitation and oversight of the development (and periodic revision) of a person-centered service plan as
described in Appendix D-1.

(3) Service coordination, referral, and other related activities (such as scheduling appointments for the participant) to
help the participant obtain needed services, including activities that help link the participant with medical, social,
and educational providers or other programs and services that are capable of providing needed services to address
the identified needs and achieve the goals specified in the service plan.

(4) Service plan implementation, monitoring, and follow-up activities, including activities and contacts that are
necessary to ensure that the service plan is effectively implemented and adequately addresses the needs of the
participant. Contacts may be with the participant (and/or legal representative, as appropriate), family members,
service providers, or other entities or individuals and are conducted as frequently as necessary in order to:

(i) Ensure services are being furnished in accordance with the participant's service plan;

(i) Evaluate the effectiveness of the service plan in meeting the participant's needs;

(i) Identify any changesin the participant's condition or circumstances;

(iv) Periodically screen for any potential risks or concerns;

(v) Periodically assess the participant's satisfaction with services and supports; and

(vi) Make any necessary adjustments in the service plan and service arrangements with providers.

(5) Information and assistance in support of participant direction as necessary to:

(i) Inform participants of participant direction opportunities;

(it) Ensure participants who express an interest in participant direction are informed of the potential benefits,
liahilities, risks, and responsibilities associated with each service delivery option;

(iii) Determine whether participants meet the additional criteriafor participant direction as described in Appendix
E-1-d;

(iv) Assist the participant/designated employer of record in obtaining and completing required documents;

(v) Determine the participant’s monthly budget allocation;

(vi) Coordinate with the Financial Management Services (FMS) agency; and

(vii) Monitor participant-directed service effectiveness, quality, and expenditures against the monthly budget
allocation.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):
[] Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):
[] L egally Responsible Per son

[ Relative

[ Legal Guardian
Provider Specifications:
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Provider Category Provider TypeTitle

Agency Case Management Agency

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Case M anagement

Provider Category:
Agency
Provider Type:

Case Management Agency

Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):

Case management agencies must be a County Public Health Nursing Agency designated by the
Wyoming Department of Health, Public Health Division; or a corporation, limited liability corporation,

non-profit organization, sole proprietorship, or other business entity registered in good standing with the
Wyoming Secretary of State.

Each case management agency must obtain and maintain a National Provider Identifier (NPl) number.
Case management agencies must ensure all case managers meet the training, education, experience, and
conflict of interest requirements as described in Appendix D-1-a of this application. Case management
agencies must maintain adequate administrative and staffing resources and emergency backup systems
to deliver case management services in accordance with all state and federal requirements.
Verification of Provider Qualifications
Entity Responsible for Verification:

Wyoming Department of Health, Division of Healthcare Financing
Freguency of Verification:

Annually

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).
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Service Type:

Statutory Service

Service:

Home Health Aide

Alternate Service Title (if any):

HCBS Taxonomy:
Category 1 Sub-Category 1.
08 Home-Based Services 08020 home health aide
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4

Part-time or intermittent assi stance with personal care and other daily living needs which is within the scope of
practice and required to be delivered by a Certified Nurse Aide (CNA) under the Wyoming Nurse Practice Act.
Waiver home health aide services are provided in addition to the home health aide services as defined by 42 CFR
§440.70 and furnished under the Wyoming Medicaid State Plan.

Home health aide services under the waiver differ in nature and scope from state plan home health aide servicesin
that the waiver services are not limited to rehabilitative services as defined by 42 CFR §440.130; may be provided
on along-term basis; are not subject to a physician’s review every 60 days; and may include general household tasks
(i.e., meal preparation, grocery/personal needs shopping, and light housekeeping) when those tasks are incidental to
the personal care provided during the visit, the participant is unable to manage the home and care for him or herself,
and the individual regularly responsible for these activities is temporarily absent or unable to conduct these
activities.

Home health aide services may be provided in the home or in the community when the participant requires
assistance in order to participate in community activities or to access other servicesin the community. Home health
aide services may not include companionship or other services which are diversional/recreational in nature.
Participant transportation costs are not associated with the provision of home health aide services and must be billed
separately.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Home health aide services may not duplicate those available through the state plan or waiver services and are
authorized by a case manager in accordance with the participant's assessed needs. Medically necessary home health
aide services for individuals under the age of 21 are provided under the state plan in accordance with Early and
Periodic Screening, Diagnostic, and Treatment (EPSDT) coverage requirements.

Service Delivery Method (check each that applies):

[] Participant-directed as specified in Appendix E
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Provider managed

Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Agency Home Health Agency

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Home Health Aide

Provider Category:
Agency
Provider Type:

Home Health Agency
Provider Qualifications

L icense (specify):

Home Health Agency License granted by the Wyoming Department of Health, Aging Division
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Wyoming Department of Health, Division of Healthcare Financing
Frequency of Verification:

Annually

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

05/12/2020



Application for 1915(c) HCBS Waiver: WY.0236.R05.02 - Jul 01, 2020 (as of Jul 01, 2020) Page 59 of 183

Service Type:

Statutory Service

Service:

Personal Care

Alternate Service Title (if any):

Personal Support Services

HCBS Taxonomy:
Category 1. Sub-Category 1:
08 Home-Based Services 08030 personal care
Category 2: Sub-Category 2:
08 Home-Based Services 08050 homemaker
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

Part-time or intermittent personal support assistance to enable waiver participants to accomplish activities of daily
living (i.e., eating, bathing, grooming, dressing, toileting, and functional mobility) that they would normally do for
themselves if they did not have a disability (to the extent permitted by state law). This assistance may take the form
of hands-on assistance (actually performing atask for the person) or cuing to prompt the participant to perform a
task.

Personal support services may also consist of general household tasks (i.e., meal preparation, grocery/personal needs
shopping, and light housekeeping) when the participant is unable to manage the home and care for him or herself
and the individual regularly responsible for these activitiesis temporarily absent or unable to conduct these
activities.

Personal support services may be provided in the home or in the community when the participant requires assistance
with activities of daily living in order to participate in community activities or to access other servicesin the
community. Personal support services may not include companionship or other services which are
diversional/recreational in nature. Participant transportation costs are not associated with the provision of personal
support services and must be billed separately.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Personal support services may not duplicate those available through the state plan or waiver services and are
authorized by a case manager in accordance with the participant's assessed needs. by a case manager based on the
participant's assessed needs. Medically necessary personal care services for individuals under the age of 21 are
provided under the state plan in accordance with Early and Periodic Screening, Diagnostic, and Treatment (EPSDT)
coverage requirements.

Service Delivery Method (check each that applies):

Participant-directed as specified in Appendix E
Provider managed
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Specify whether the service may be provided by (check each that applies):
[ L egally Responsible Per son
Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Individual Participant or Designated Employer of Record Under the Participant-Directed Service Delivery Option
Agency Home Health Agency

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Personal Support Services

Provider Category:
Individual
Provider Type:

Participant or Designated Employer of Record Under the Participant-Directed Service Delivery Option
Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):

The participant or designated the employer of record must be determined to meet the criteria for election
of the participant-directed service option as described in Appendix E-1, and submit all necessary
documentation to enroll with the contracted Financial Management Services (FMS) agency and the
Division'sfiscal agent as the employer of record.

Individuals employed under the participant-directed service delivery option must be at least 18 years of
age and successfully complete the Division's training curriculum. The participant or designated
employer of record may require that their employees meet additional training, education, or experience
requirements.

Verification of Provider Qualifications
Entity Responsible for Verification:

The contracted FM S agency verifies and maintains documentation of employment eligibility status,
criminal history and background investigation, and training.

The participant or designated employer of record must verify and maintain documentation of any
additional qualifications.

The contracted FM S agency maintains a directory of individuals who are interested in additional
employment opportunities under the participant-directed service delivery option.
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Freguency of Verification:

The FMS verifies minimum provider qualifications upon hire and submits areport to the Division on a
representative sample of employee files annually.

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Personal Support Services

Provider Category:
Agency
Provider Type:

Home Health Agency
Provider Qualifications

L icense (specify):

Home Health Agency License granted by the Wyoming Department of Health, Aging Division
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Wyoming Department of Health, Division of Healthcare Financing
Frequency of Verification:

Annually

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).
Service Type:
Statutory Service
Service:
Respite
Alternate Service Title (if any):
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HCBS Taxonomy:
Category 1 Sub-Category 1:
09 Caregiver Support 09012 respite, in-home
Category 2: Sub-Category 2:
09 Caregiver Support 09011 respite, out-of-home
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

Services provided to participants unable to care for themselves that are furnished on a short-term basis because of
the absence or need for relief of those persons who normally provide care for the participant.

In-home respite services may be provided in the participant's home or in the community when the participant
requires assistance with activities of daily living in order to participate in community activities or to access other
services in the community.

Out-of-home respite services may be provided in an assisted living or nursing care facility.

Respite services may not be authorized based on the participant's needs for companionship or those which are
diversional/recreational in nature. Participant transportation costs are not associated with the provision of respite
services and must be billed separately. Reimbursement does not include the costs for room and board except when
provided as part of respite care furnished in an assisted living or nursing care facility.

Specify applicable (if any) limits on the amount, frequency, or duration of this service:

Services are authorized by a case manager based on the participant's assessed need and are limited to the prorated
equivalent of thirty (30) days per service plan year.

Service Delivery Method (check each that applies):
[ Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Per son
] Relative

[ Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Agency Home Health Agency

Agency Nursing Car e Facility
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Provider Category| Provider TypeTitle

Agency Assisted Living Facility

Appendix C: Participant Services
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C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:

Agency

Provider Type:

Home Health Agency

Provider Qualifications
L icense (specify):

Home Health Agency License granted by the Wyoming Department of Health, Aging Division
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Wyoming Department of Health, Division of Healthcare Financing
Freguency of Verification:

Annually

Appendix C: Participant Services

C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency
Provider Type:

Nursing Care Facility
Provider Qualifications
License (specify):

Nursing Care Facility License granted by the Wyoming Department of Health, Aging Division
Certificate (specify):
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Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Wyoming Department of Health, Division of Healthcare Financing
Frequency of Verification:

Annually

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Statutory Service
Service Name: Respite

Provider Category:
Agency

Provider Type:
Assisted Living Facility

Provider Qualifications
L icense (specify):

Assisted Living Facility License granted by the Wyoming Department of Health, Aging Division
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Wyoming Department of Health, Division of Healthcare Financing
Frequency of Verification:

Annually

Appendix C: Participant Services
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C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).
Service Type:
Extended State Plan Service
Service Title:

Skilled Nursing

HCBS Taxonomy:

Category 1. Sub-Category 1:

05 Nursing 05020 skilled nursing

Category 2: Sub-Category 2:

Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4 Sub-Category 4:

Part-time or intermittent skilled nursing care which is within the scope of practice and required to be delivered by a
Registered Nurse (RN) under the Wyoming Nurse Practice Act. Waiver skilled nursing services are provided in
addition to the skilled nursing services as defined by 42 CFR 8440.70 and furnished under the Wyoming Medicaid
State Plan.

Skilled nursing services under the waiver differ in nature and scope from state plan skilled nursing servicesin that
the waiver services are not limited to rehabilitative services as defined by 42 CFR 8§440.130, may be provided on a
long-term basis, and are not subject to aphysician’s review every 60 days.

Skilled nursing services may be provided in the home or in the community when the participant requires assistance
in order to participate in community activities or to access other servicesin the community. Skilled nursing may not
include companionship or other services which are diversional/recreational in nature. Participant transportation costs
are not associated with the provision of skilled nursing services and must be billed separately.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Skilled nursing services may not duplicate those available through the state plan and are authorized by a contracted
Quality Improvement Organization (QIO) in accordance with the participant's assessed needs. Medically necessary
skilled nursing services for individuals under the age of 21 are provided under the state plan in accordance with
Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) coverage requirements.

Service Delivery Method (check each that applies):

[ Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):
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[] L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Agency Home Health Agency

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Extended State Plan Service
Service Name: Skilled Nursing

Provider Category:
Agency
Provider Type:

Home Health Agency
Provider Qualifications

L icense (specify):

Home Health Agency License granted by the Wyoming Department of Health, Aging Division
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Wyoming Department of Health, Division of Healthcare Financing
Frequency of Verification:

Annually

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Supports for Participant Direction

The waiver provides for participant direction of services as specified in Appendix E. Indicate whether the waiver
includes the following supports or other supports for participant direction.
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Support for Participant Direction:
Financial Management Services
Alternate Service Title (if any):

HCBS Taxonomy:
Category 1 Sub-Category 1.
12 Services Supporting Self-Direction 12010 financial management services in support of self-directic
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

Fiscal Management Serviceis only available to participants who meet the criteriafor and choose the participant-
direction option for personal care attendant waiver services. Provides assistance to establish employer status; to
produce payroll; to provide financial reporting and related functions on the participant’s behalf as the employer of
record and shall include: procurement of authorization from the Internal Revenue Service to operate on behalf of the
participant to withhold, report and pay federal income and unemployment taxes; establishment and maintenance of a
record for each participant and each of their employees; provision, distribution, collection and processing of direct
care timesheets and task documents approved by the participant; preparation and distribution of payroll using a
predetermined schedule which includes withholding, filing and depositing all taxes in accordance with Federal
Internal Revenue Service, Department of Labor and state laws. Service shall include monthly summary reports
provided to the Waiver program and to each participant which reflect the payroll and service utilization as defined
by the program. Assurance that all W-2, 1099 or wage and tax statements are provided in accordance with federal,
state and local requirements and laws. Documentation of the dates of service, type, scope and duration of services
for which payroll is generated. Documented communication to the case manager all medical, safety and wellness
concerns, critical events or incidents and changes in the participant’ s condition. Enrollment of new employers and
new employees for established employers, in accordance with applicable waiver standards; Operation of a staffed
call center which is available to resolve participant inquiries, resolve payroll concerns and provide support and
feedback to enrolling employers or employees; Services shall only be reimbursed for the month enrollment of a new
employer is completed and subsequent monthsin which payroll was generated on the employer’ s behalf for their
employee(s). Provider shall prepare and distribute of all management reports to the Program Manager or designee as
reguested.

----Discontinued as awaiver service effective July 1, 2020. Financial Management Services offered as an
administrative activity as described in Appendix E----

Specify applicable (if any) limits on the amount, frequency, or duration of thisservice:

Service Delivery Method (check each that applies):
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[] Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Person
[ Relative

[] Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Agency Fiscal Employer Agent

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Supportsfor Participant Direction
Service Name: Financial M anagement Services

Provider Category:
Agency
Provider Type:

Fiscal Employer Agent
Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify):

Must apply for and be approved by the Internal Revenue Service (under IRS revenue Procedure 70-6 and
Proposed Notice 2003-70) to act as an employer agent on behalf of individuals. Providers shall not
function as alegal guardian, power of attorney, financial or legal representative on behalf of any waiver
participant to whom they provide waiver service; or any waiver participant of the agency or entity that
employs them. Must adhere to all Federal, State and local laws and regulations concerning business
operation and reporting and follow an independent audit schedule and process.

Verification of Provider Qualifications
Entity Responsible for Verification:

Division of Healthcare Financing
Frequency of Verification:

The Division initially certifies the contracting agency providing this service. The Division has the
authority to monitor agencies throughout their contract period through the complaint process, incident
reporting process, or internal referral processif there isindication the provider is not complying with the
rules, regulations and contract.
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Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR §440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

Service Title:

Assisted Living Facility Services

HCBS Taxonomy:
Category 1. Sub-Category 1.
02 Round-the-Clock Services 02013 group living, other
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4 Sub-Category 4:

Personal care and supportive services (to the extent permitted under state law) that are furnished to waiver
participants who reside in a setting that meets the home and community-based setting requirements and includes 24-
hour on-site response capability to meet scheduled or unpredictable resident needs and to provide supervision, safety
and security. Services also include socia and recreational programming, and medication assistance (to the extent
permitted under state law). Services that are provided by third parties must be coordinated with the assisted living
facility.

Nursing and skilled therapy services are incidental rather than integral to the provision of assisted living services,
and payment is not be made for 24-hour skilled care. Reimbursement does not include the costs for room and board,

items of comfort or convenience, or facility maintenance, upkeep, and improvement.

Assisted living facility services do not include services which are avail able through the state plan. Participant
transportation costs are not associated with the assisted living facility services and must be billed separately.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Service Delivery Method (check each that applies):

[] Participant-directed as specified in Appendix E
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Provider managed

Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle

Agency Assisted Living Facility

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Assisted Living Facility Services

Provider Category:
Agency
Provider Type:

Assisted Living Facility
Provider Qualifications

L icense (specify):

Assisted Living Facility License granted by the Wyoming Department of Health, Aging Division
Certificate (specify):

Other Standard (specify):

Verification of Provider Qualifications
Entity Responsible for Verification:

Wyoming Department of Health, Division of Healthcare Financing
Frequency of Verification:

Annually

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).
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Service Type:

Other Service

As provided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

ServiceTitle:

Home-Delivered Meals

HCBS Taxonomy:
Category 1. Sub-Category 1.
06 Home Delivered Meals 06010 home delivered meals
Category 2: Sub-Category 2
Category 3: Sub-Category 3:

Service Definition (Scope):
Category 4: Sub-Category 4:

Hot or frozen meals delivered to the home of the participant when the participant is unable to prepare ameal for him
or herself and the individual regularly responsible for these activitiesis temporarily absent or unable to conduct
these activities. Meals must meet the standards for the nutritional services delivered under Title I11 of the Older
Americans Act.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Limited to two meals per day and shall not constitute afull nutritional regimen.
Service Delivery Method (check each that applies):
[] Participant-directed as specified in Appendix E
Provider managed
Specify whether the service may be provided by (check each that applies):
[] L egally Responsible Person

[ Relative

[] Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle
Agency Commer cial Food Service Operator
Agency Older Americans Act Nutritional Services Provider

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service
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Service Type: Other Service
Service Name: Home-Delivered Meals

Provider Category:
Agency
Provider Type:

Commercial Food Service Operator

Provider Qualifications
L icense (specify):

Provider must maintain a current food service license or permit from the state in which the commercial

food service preparation facility islocated and comply with all federal, state and local food service
regulations.

Certificate (specify):

Other Standard (specify):

The provider must demonstrate the ability to procure, handle, store, prepare and deliver food under

current federal, state and local food handling safety standards. Nutritional analysis and facility
inspection records must be available upon request.

Verification of Provider Qualifications
Entity Responsible for Verification:

Wyoming Department of Health, Division of Healthcare Financing
Frequency of Verification:

Annually

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Home-Delivered Meals

Provider Category:
Agency
Provider Type:

Older Americans Act Nutritional Services Provider
Provider Qualifications
L icense (specify):

Certificate (specify):

Other Standard (specify): 05/12/2020
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A nutritional services provider qualified by the Wyoming Department of Health, Division of Aging

Verification of Provider Qualifications
Entity Responsible for Verification:

Wyoming Department of Health, Division of Healthcare Financing

Frequency of Verification:

Annually

Appendix C: Participant Services

Page 73 of 183

C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through

the Medicaid agency or the operating agency (if applicable).
Service Type:
Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not

specified in statute.
Service Title:

Non-Medica Transportation

HCBS Taxonomy:

Category 1.

15 Non-Medical Transportation

Category 2:

Category 3:

Service Definition (Scope):
Category 4.

Service offered in order to enable waiver participants to gain access to waiver and other community services,

Sub-Category 1.

15010 non-medical transportation

Sub-Category 2:

Sub-Category 3:

Sub-Category 4:

activities and resources, as specified by the service plan. This service is offered in addition to medical transportation
required under 42 CFR 8431.53 and transportation services under the state plan, defined at 42 CFR 8440.170(a) (if
applicable), and does not replace them. Transportation services under the waiver are offered in accordance with the
participant’s service plan. Whenever possible, family, neighbors, friends, or community agencies which can provide

this service without charge are utilized.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:
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Reimbursement for non-medical transportation islimited to atotal of $80.00 per month.

Service Delivery Method (check each that applies):

[] Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[] L egally Responsible Person
[ Relative

[] Legal Guardian
Provider Specifications:

Provider Category| Provider TypeTitle
Agency Senior Center
Individual Individual Driver
Agency Transportation Agency

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Non-Medical Transportation

Provider Category:
Agency
Provider Type:

Senior Center

Provider Qualifications
License (specify):

Certificate (specify):

Other Standard (specify):

A senior center approved by the Wyoming Department of Health, Aging Division to provide Title |11-B
Supportive Services under the Older Americans Act. Senior centers may provide only adult day (social
model) services.

Verification of Provider Qualifications
Entity Responsible for Verification:

Wyoming Department of Health. Division of Healthcare Financing
Frequency of Verification:

Annually
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Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Non-Medical Transportation

Provider Category:
Individual
Provider Type:

Individua Driver

Provider Qualifications
L icense (specify):

Holds a current valid driver license from any state.
Certificate (specify):

Other Standard (specify):

Service provided by an individual that is at |east 18 years old and is capable of safely transporting
participants to access community resources; meets all federal, state and local 1aws and regulations for
driver licensing, vehicle liability insurance and vehicle transportation safety standards; carries afire
extinguisher and first aid kit in vehicle during transport; is capable of summoning assistance if needed
during transport; and provides upon request, a current safety inspection verification report which assures
prudent safety maintenance and repair for vehicles used to transport waiver participants.
Verification of Provider Qualifications
Entity Responsible for Verification:

Wyoming Department of Health, Division of Healthcare Financing
Freguency of Verification:

Annually

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Non-Medical Transportation

Provider Category:
Agency
Provider Type:

Transportation Agency

Provider Qualifications
L icense (specify):
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Certificate (specify):

Other Standard (specify):

Service provided by apublic or private entity that meets all federal, state or local legal requirementsto
operate a business and is capable of safely transporting participants to access community resources;
meets all federal, state and local laws and regulations for driver licensing, liability insurance, business
operation and vehicle transportation safety standards; carries afire extinguisher and first aid kit in
vehicle during transport; is capable of summoning assistance if needed during transport; and provides
upon request, a current safety inspection verification report which assures prudent safety maintenance
and repair for vehicles used to transport waiver participants.

Verification of Provider Qualifications
Entity Responsible for Verification:

Wyoming Department of Health, Division of Healthcare Financing
Frequency of Verification:

Annually

Appendix C: Participant Services
C-1/C-3: Service Specification

State laws, regulations and policies referenced in the specification are readily available to CM S upon request through
the Medicaid agency or the operating agency (if applicable).

Service Type:

Other Service

Asprovided in 42 CFR 8440.180(b)(9), the State requests the authority to provide the following additional service not
specified in statute.

ServiceTitle:

Personal Emergency Response Systems (PERS)

HCBS Taxonomy:
Category 1 Sub-Category 1.
14 Equipment, Technology, and Modifications 14010 personal emergency response system (PERS)
Category 2: Sub-Category 2:
Category 3: Sub-Category 3:
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Service Definition (Scope):
Category 4: Sub-Category 4

Personal Emergency Response Systems (PERS) include electronic devices that are programmed to signal aresponse
center once a help button is activated and enables the waiver participant to secure help in an emergency. PERS are
limited to participants who demonstrate needs based criteriafor the service including: those who live alone; those
who live with others who are unable to summon help; or those who are alone for significant portions of the day, have
no regular caregiver for extended periods of time, and would otherwise require routine supervision.

Monthly monitoring and maintenance fees include the equipment rental; access to a 24 hour response center
monitored by live, professional staff; equipment testing and troubleshooting; responses to alerts and alarms; and
documentation of communications with participants, caregivers, case managers, and first responders.

Installation fees are billed separately and include the delivery, installation, and activation of all necessary equipment
aswell as participant/caregiver education and training on equipment use.

Specify applicable (if any) limitson the amount, frequency, or duration of this service:

Reimbursement for installation is limited to a one-time fee per participant unless otherwise warranted by extenuating
circumstances (e.g. the participant moves, a change in service provider, or lost/stolen devices). Reimbursement for
installation fees for the repair or replacement of equipment may not be granted if it is determined that there has been
abuse or misuse of the equipment or if the repair or replacement is sought before the equipment's ordinary life cycle.

Service Delivery Method (check each that applies):

[] Participant-directed as specified in Appendix E
Provider managed

Specify whether the service may be provided by (check each that applies):

[ L egally Responsible Person
[ Relative

[ Legal Guardian
Provider Specifications:

Provider Category Provider TypeTitle

Agency Per sonal Emergency Response System Vendor

Appendix C: Participant Services
C-1/C-3: Provider Specificationsfor Service

Service Type: Other Service
Service Name: Personal Emer gency Response Systems (PERYS)

Provider Category:
Agency
Provider Type:

Personal Emergency Response System Vendor

Provider Qualifications
L icense (specify):
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Certificate (specify):

Other Standard (specify):

A corporation, limited liability corporation, non-profit organization, sole proprietorship, or other
business entity registered in good standing with the Wyoming Secretary of State. The vendor must also
produce documentation that the agency is an authorized dealer, supplier, or manufacturer of Personal
Emergency Response Systems.

Verification of Provider Qualifications
Entity Responsible for Verification:

Wyoming Department of Health, Division of Healthcare Financing
Frequency of Verification:

Annually

Appendix C: Participant Services
C-1: Summary of Services Covered (2 of 2)

b. Provision of Case Management Servicesto Waiver Participants. Indicate how case management is furnished to waiver
participants (select one):

O Not applicable - Case management is not furnished as a distinct activity to waiver participants.

®© Applicable - Case management is furnished as a distinct activity to waiver participants.
Check each that applies:

Asawaiver service defined in Appendix C-3. Do not complete item C-1-c.

[] AsaMedicaid state plan service under §1915(i) of the Act (HCBS as a State Plan Option). Complete item
C-1-c

[] AsaMedicaid state plan service under 81915(g)(1) of the Act (Targeted Case Management). Complete item
C-1-c

[ Asan administrative activity. Complete item C-1-c.
[] Asaprimary care case management system service under a concurrent managed car e authority. Complete
item C-1-c.

c. Delivery of Case Management Services. Specify the entity or entities that conduct case management functions on behalf
of waiver participants:

Appendix C: Participant Services
C-2: General Service Specifications (1 of 3)
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a. Criminal History and/or Background | nvestigations. Specify the state's policies concerning the conduct of criminal
history and/or background investigations of individuals who provide waiver services (select one):

O No. Criminal history and/or background investigations are not required.

® ves Criminal history and/or background investigationsarerequired.
Specify: (a) the types of positions (e.g., personal assistants, attendants) for which such investigations must be
conducted; (b) the scope of such investigations (e.g., state, national); and, (¢) the process for ensuring that mandatory

investigations have been conducted. State laws, regulations and policies referenced in this description are available to
CMS upon request through the Medicaid or the operating agency (if applicable):
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(a) A criminal history and background investigation must be conducted for those employees, contractors, and
volunteers who may have unsupervised direct contact with waiver participants in the regular course of their work
delivering the following waiver services:

- Adult Day Services (Health Model)

- Case Management

- Home Health Aide

- Personal Support Services

- Respite

- Skilled Nursing

- Assisted Living Facility Services

(b) The criminal history and background investigation includes screening against federal and state databases,
including:

- United States Department of Health and Human Services, Office of Inspector General, List of Excluded
Individual /Entities

- United States Department of Justice, National Sex Offender Public Website

- Wyoming Attorney General’s Office, Division of Criminal Investigation (DCI), Western Identification Network
- Federal Bureau of Investigation (FBI), Identity History Summary Check

A national, name-based criminal history database may be used as an alternative to the DCI and FBI databases for
individuals employed under the participant-directed service delivery option.

The screening must confirm that the individual has not been excluded from federally-funded healthcare programs
and has not been convicted of, has not pleaded "no contest” to, and does not have a pending deferred prosecution of
any of the following barrier crimes:

- Homicide

- Kidnapping

- Sexual assault

- Robbery

- Blackmail

- Assault and Battery

- Bigamy

- Incest

- Abandoning or endangering children

- Violation of an order of protection

- Human trafficking

(c) Medicaid reimbursement is not available for the above waiver services delivered by employees, contractors, and
volunteers excluded from federally-funded healthcare programs or who have a criminal history including a barrier
crime. Provider agencies must maintain employee files including documentation of successful criminal history and
background investigation results. Employee files are periodically reviewed as part of the regulatory oversight
activities conducted for agencies licensed or regulated by the Wyoming Department of Health, Aging Division. Case
management agency employee files are periodically reviewed by the Division as part of regular quality and
performance review activities. Service provider agencies may choose to exclude applicants for additional crimes not
included on the Division's list of barrier crimes.

The contracted Financial Management Services (FMS) agency facilitates criminal history and background
investigations for individuals employed under the participant-directed service delivery option. The FM S verifies that
the applicant/empl oyee has not been excluded from federally-funded healthcare programs and does not have a
criminal history including a barrier crime. Following this verification, the participant/designated employer of record
is provided the criminal history and background investigation results and makes the hiring decision. The
participant/designated employer of record may choose to exclude applicants for additional crimes not included on
the Division's list of barrier crimes. The FMS agency maintains employee files including documentation of
successful criminal history and background investigation results, and these files are subject to periodic reviews
conducted as part of the Division's contractor oversight activities.

Provider agencies and participants/designated employers of record under the participant-directed service delivery
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option may choose to permit individuals to begin delivering waiver services pending the results of the criminal
history and background investigation if that individual has signed an attestation affirming that he/she has not been
convicted of, has not pleaded "no contest” to, and does not have a pending deferred prosecution of any barrier crime.

b. Abuse Registry Screening. Specify whether the state requires the screening of individuals who provide waiver services
through a state-maintained abuse registry (select one):

O No. The state does not conduct abuse registry screening.

® Yes The state maintains an abuse registry and requires the screening of individualsthrough this
registry.

Specify: (a) the entity (entities) responsible for maintaining the abuse registry; (b) the types of positions for which
abuse registry screenings must be conducted; and, (c) the process for ensuring that mandatory screenings have been
conducted. State laws, regulations and policies referenced in this description are available to CM S upon request
through the Medicaid agency or the operating agency (if applicable):

(a) The Centra Registry of Abuse and Neglect is maintained by the Wyoming Department of Family Services.

(b) A Central Registry check must be conducted for those employees, contractors, and volunteers who may have
unsupervised direct contact with waiver participantsin the regular course of their work delivering the following
waiver services:

- Adult Day Services

- Case Management

- Home Health Aide

- Personal Support Services

- Respite

- Skilled Nursing

- Assisted Living Fecility Services

(c) Medicaid reimbursement is not available for the above waiver services delivered by employees, contractors, and
volunteers who are currently under investigation or who have been substantiated by the Wyoming Department of
Family Services for abuse and/or neglect. Provider agencies must maintain employee files including documentation
of successful Central Registry check results. Employee files are periodically reviewed as part of the regulatory
oversight activities conducted for agencies licensed or regulated by the Wyoming Department of Health, Aging
Division. Case management agency employee files are periodically reviewed by the Division as part of regular
quality and performance review activities.

The contracted Financial Management Services (FMS) agency facilitates Central Registry checks for individuals
employed under the participant-directed service delivery option. The FM S verifies that the applicant/employeein
not included on the Central Registry. Following this verification, the participant/designated employer of record is
provided the Central Registry check results and makes the hiring decision. The FM 'S agency maintains employee
filesincluding documentation of successful criminal history and background investigation results, and these files are
subject to periodic reviews conducted as part of the Division's contractor oversight activities.

Provider agencies and participants/designated employers of record under the participant-directed service delivery
option may choose to permit individuals to begin delivering waiver services pending the results of Central Registry
check if that individual has signed an attestation affirming that he/sheis not currently under investigation and has
not been substantiated by the Wyoming Department of Family Services for abuse and/or neglect.

Appendix C: Participant Services
C-2: General Service Specifications (2 of 3)

c. Servicesin Facilities Subject to 81616(¢) of the Social Security Act. Select one;
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O No. Home and community-based services under thiswaiver are not provided in facilities subject to
§1616(e) of the Act.

® Yes Homeand community-based servicesare provided in facilities subject to 81616(e) of the Act. The
standar dsthat apply to each type of facility where waiver servicesare provided are availableto CMS
upon request through the Medicaid agency or the operating agency (if applicable).

i. Types of Facilities Subject to §1616(e). Complete the following table for each type of facility subject to
81616(€) of the Act:

Facility Type

Assisted Living Facility

ii. Larger Facilities: In the case of residential facilities subject to 81616(e) that serve four or more individuals
unrelated to the proprietor, describe how a home and community character is maintained in these settings.

Required information is contained in response to C-5.

Appendix C: Participant Services
C-2: Facility Specifications

Facility Type:

Assisted Living Facility

Waiver Service(s) Provided in Facility:

Waiver Service Provided in Facility
Financial Management Services L]
Adult Day Services |:|
Non-Medical Transportation |:|
Personal Emergency Response Systems (PERS) L]
Home Health Aide []
Respite |:|
Assisted Living Facility Services
Case Management L]
Skilled Nursing []
Home-Delivered Meals |:|
Personal Support Services ]

Facility Capacity Limit:

N/A
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Scope of Facility Sandards. For this facility type, please specify whether the state's standards address the
following topics (check each that applies):

Scope of State Facility Standards
Standard Topic Addressed

IAdmission policies

Physical environment

Sanitation

Saf ety

Staff : resident ratios

Staff training and qualifications

Staff supervision

Resident rights

IMedication administration

Use of restrictive interventions

Incident reporting

X XI| X XI| X XI| X K| X| XIf X} ]

Provision of or arrangement for necessary health services

When facility standards do not address one or more of thetopicslisted, explain why the standard is
not included or isnot relevant to the facility type or population. Explain how the health and welfare
of participantsisassured in the standard area(s) not addr essed:

Required information is contained in response to C-5.

Appendix C: Participant Services
C-2: General Service Specifications (3 of 3)

d. Provision of Personal Careor Similar Servicesby Legally Responsible Individuals. A legally responsible individual is
any person who has a duty under state law to care for another person and typically includes: (a) the parent (biological or
adoptive) of aminor child or the guardian of aminor child who must provide care to the child or (b) a spouse of awaiver
participant. Except at the option of the State and under extraordinary circumstances specified by the state, payment may
not be made to alegally responsible individual for the provision of personal care or similar services that the legally
responsible individual would ordinarily perform or be responsible to perform on behalf of awaiver participant. Select one:

® No. The state does not make payment to legally responsible individuals for furnishing personal care or similar
services.

O Yes. The state makes payment to legally responsible individualsfor furnishing personal careor similar services
when they are qualified to provide the services.

Specify: (a) the legally responsible individuals who may be paid to furnish such services and the services they may
provide; (b) state policies that specify the circumstances when payment may be authorized for the provision of
extraordinary care by alegally responsible individual and how the state ensures that the provision of services by a
legally responsible individual isin the best interest of the participant; and, (c) the controls that are employed to ensure
that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 the personal care or similar
services for which payment may be made to legally responsible individuals under the state policies specified here.
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[ saf-directed

[] Agency-oper ated

e. Other State Palicies Concerning Payment for Waiver Services Furnished by Relatives/L egal Guardians. Specify

state policies concerning making payment to relatives/legal guardians for the provision of waiver services over and above
the policies addressed in Item C-2-d. Select one:

O The gtate does not make payment to relatives/legal guardiansfor furnishing waiver services.

® The state makes payment to relatives/legal guardians under specific circumstances and only when the
relative/guar dian is qualified to furnish services.

Specify the specific circumstances under which payment is made, the types of relatives/legal guardians to whom
payment may be made, and the services for which payment may be made. Specify the controls that are employed to
ensure that payments are made only for services rendered. Also, specify in Appendix C-1/C-3 each waiver service for
which payment may be made to relatives/legal guardians.

The relative of a participant may be reimbursed for personal support services delivered under the participant-directed
service delivery option. The relative must meet all qualifications specified in Appendix C-1/C3 and may not be a
spouse, legal guardian, or designated employer of record for the participant. In accordance with the provisions of the
21t Century Cures Act, Electronic Visit Verification (EVV) isrequired for personal support servicesto ensure
payments are made only for services rendered. The employee and participant/designated employer of record must
sign an attestation affirming the veracity of the information included on the timesheet and that the timesheet is an
accurate representation of services rendered. Misrepresentation or false statements may result in disciplinary actions

up to or including involuntary termination from the participant-directed service delivery option and criminal
prosecution.

O Relatives/legal guardians may be paid for providing waiver services whenever therelative/legal guardian is
qualified to provide services as specified in Appendix C-1/C-3.

Specify the controls that are employed to ensure that payments are made only for services rendered.

O other policy.

Specify:

f. Open Enrollment of Providers. Specify the processes that are employed to assure that all willing and qualified providers
have the opportunity to enroll as waiver service providers as provided in 42 CFR 8431.51:

Any institution, agency, person, or organization may submit an application to enroll as awaiver service provider through
an online portal. Applicants are screened by the Division and/or its agent against the qualifications specified in Appendix
C-1/C-3 of thiswaiver application. Applicants are notified of the approval/disapproval of the provider application or any
additional information required by the Division or its agent. Service providers qualified by the Division and/or its agent
are enrolled without restriction upon execution of a Medicaid Provider Agreement. Applicants denied enrollment are

provided with a notice of rights to request a reconsideration and/or fair hearing in accordance with Chapter 4 of the Rules
and Regulations for Medicaid.

Appendix C: Participant Services
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Quality Improvement: Qualified Providers

As a distinct component of the States quality improvement strategy, provide information in the following fields to detail the States
methods for discovery and remediation.

a. Methodsfor Discovery: Qualified Providers

The state demonstrates that it has designed and implemented an adeguate system for assuring that all waiver services
are provided by qualified providers.

i. Sub-Assurances:

a. Sub-Assurance: The State verifiesthat providersinitially and continually meet required licensure and/or
certification standards and adhere to other standards prior to their furnishing waiver services.

Performance M easur es

For each performance measure the State will use to assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the State to
analyze and assess progress toward the performance measure. In this section provide information on the
method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance M easure:

Per centage of providersthat initially and continually meet licensing and/or
certification standards. Numerator: Number of providersthat initially and
continually meet licensing and/or certification standards. Denominator: Total
number of providersthat requirealicensure and/or certification.

Data Sour ce (Select one):

Other

If 'Other' is selected, specify:

Provider management infor mation system

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation

(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid [T weekly 100% Review
Agency
[] Operating Agency [ Monthly [ Lessthan 100%
Review
] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
L other LI Annually [ stratified
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Specify:

Describe Group:

Continuously and [] Other
Ongoing

Specify:

[ Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[] Sub-State Entity [] Quarterly
[ Other
Specify:
Annually

[ Continuously and Ongoing

[] Other
Specify:

Page 86 of 183

b. Sub-Assurance: The State monitors non-licensed/non-certified providers to assure adherence to waiver

requirements.

For each performance measure the State will use to assess compliance with the statutory assurance,
complete the following. Where possible, include numerator/denominator.

For each performance measure, provide information on the aggregated data that will enable the Sateto
analyze and assess progress toward the performance measure. In this section provide information on the
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method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or conclusions drawn, and how recommendations are formulated, where appropriate.

Performance Measure;

Per centage of non-licensed/non-certified providersin arepresentative samplethat
adhereto waiver requirements. Numerator: Number of sampled non-licensed/non-
certified providersthat adhereto waiver requirements. Denominator: Total number
of non-licensed/non-certified providersin representative sample.

Data Sour ce (Select one):
Other
If 'Other' is selected, specify:

Provider management infor mation system

Responsible Party for
data
collection/generation

(check each that applies):

Frequency of data
collection/generation
(check each that applies):

Sampling Approach
(check each that applies):

State Medicaid [T weekly [ 100% Review
Agency
[] Operating Agency [ Monthly Lessthan 100%
Review
] Sub-State Entity [] Quarterly Representative
Sample
Confidence
Interval =
95%
confidence +/-
5% MOE
[] Other [] Annually [] Stratified
Specify: Describe Group:

Continuously and
Ongoing

[ Other
Specify:

[ Other
Specify:

Data Aggregation and Analysis:
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Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[] Other
Specify:
Annually
[] Continuously and Ongoing
[ Other
Specify:
Performance Measure;

Per centage of employeefilesin arepresentative sample of individuals employed
under the participant-directed service delivery option that demonstrate compliance
with provider qualification requirements. Numerator: Number of filesin the sample
that demonstrate compliance with provider qualification requirements Denominator :

Number of filesin the sample

Data Sour ce (Select one):

Reportsto State Medicaid Agency on delegated Administrative functions

If 'Other’ is selected, specify:

Responsible Party for Frequency of data Sampling Approach
data collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
[ state Medicaid L1 weekly [ 100% Review
Agency
[ Operating Agency [ Monthly Lessthan 100%
Review
[ Sub-State Entity [ Quarterly Representative
Sample
Confidence
Interval =
95%
confidence +/-
5% MOE

Page 88 of 183
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Other [] Annually [] Stratified
Specify: Describe Group:
Contracted FMS
Agency

Continuously and [ Other
Ongoing Specify:

[] Other
Specify:

Data Aggregation and Analysis:

Responsible Party for data Frequency of data aggregation and
aggregation and analysis (check each | analysis(check each that applies):
that applies):
State Medicaid Agency L1 weekly
[ Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[ Other
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:
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c. Sub-Assurance: The State implementsits policies and procedures for verifying that provider training is

conducted in accordance with state requirements and the approved waiver.

For each performance measure the State will use to assess compliance with the statutory assurance,

complete the following. Where possible, include numerator/denominator.
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For each performance measure, provide information on the aggregated data that will enable the State to

analyze and assess progress toward the performance measure. In this section provide information on the

method by which each source of data is analyzed statistically/deductively or inductively, how themes are
identified or_conclusions drawn, and how recommendations are formulated, where appropriate.

Per formance M easur e

Per cent of case managersthat have all required training prior to conducting service
plan development and monitoring activitiesand as periodically required ther eafter.
Numerator: Number of case manager sthat have completed all required training

prior to delivering services and as periodically required ther eafter. Denominator:
Total number of case managers.

Data Sour ce (Select one):
Other

If 'Other' is selected, specify:
Provider management infor mation system

Responsible Party for Frequency of data

Sampling Approach
data

collection/generation (check each that applies):
collection/generation (check each that applies):
(check each that applies):
State Medicaid [T weekly 100% Review

Agency

[] Operating Agency [ Monthly [ Lessthan 100%

Review
] Sub-State Entity [] Quarterly [] Representative
Sample
Confidence
Interval =
L other LI Annually [ stratified
Specify:

Describe Group:

Continuously and [] Other
Ongoing Specify:

[ Other
Specify:
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Data Aggregation and Analysis:

Responsible Party for data
aggregation and analysis (check each

Frequency of data aggregation and
analysis(check each that applies):

that applies):
State Medicaid Agency [] Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[ Other
Specify:
Annually

[] Continuously and Ongoing

[ Other
Specify:

Page 91 of 183

ii. If applicable, in the textbox below provide any necessary additional information on the strategies employed by the
State to discover/identify problems/issues within the waiver program, including frequency and parties responsible.

b. Methods for Remediation/Fixing I ndividual Problems

i. Describe the States method for addressing individual problems as they are discovered. Include information
regarding responsible parties and GENERAL methods for problem correction. In addition, provide information on
the methods used by the state to document these items.
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Individual deficienciesidentified through regular monitoring activities or through waiver performance measures
are remediated by the Division staff through the provision of technical assistance, the imposition of a corrective
action or sanction, referrals to the appropriate regulatory/law enforcement agencies, and/or the suspension or
termination of aMedicaid provider agreement.

In accordance with CM S guidance issued March 12, 2014, any performance measure with less than an 86%
success rate warrants further analysis to determine the cause. The Division conducts a root cause analysis to
identify contributing factors and determine underlying causes of deficiency for any measure with less than an 86%
success rate. Based upon the findings of the root cause analysis, the Division may initiate a Quality Improvement
Project (QIP). The QIP includes, at minimum;

- A description of remedial actionsto be taken (e.g. training, revised policies/procedures, additional staff, different
staffing patterns, provider/vendor corrective action);

- A timeline of remedial actionsto be taken;

- Theindividuals responsible for effectuating remedial actions; and,

- The frequency with which performance/compliance is measured.

The HCBS Quality Improvement Committee assures accountability to the Division's stakeholders and provides
oversight of quality improvement activities, including regular monitoring of QIP effectiveness.

ii. Remediation Data Aggregation

Remediation-related Data Aggregation and Analysis (including trend identification)

Frequency of data aggregation and analysis

Responsible Party(check each that applies): (check each that applies):

State Medicaid Agency [ Weekly
[] Operating Agency [] Monthly
[ Sub-State Entity [ Quarterly
[] Other
Specify:
Annually

[ Continuously and Ongoing

[] Other
Specify:

c. Timelines
When the State does not have all elements of the Quality Improvement Strategy in place, provide timelines to design
methods for discovery and remediation related to the assurance of Qualified Providers that are currently non-operational.
® No

O vYes
Please provide a detailed strategy for assuring Qualified Providers, the specific timeline for implementing identified
strategies, and the parties responsible for its operation.
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Appendix C: Participant Services
C-3: Waiver Services Specifications

Section C-3 'Service Specifications' isincorporated into Section C-1 'Waiver Services.'

Appendix C: Participant Services
C-4: Additional Limitson Amount of Waiver Services

a. Additional Limitson Amount of Waiver Services. Indicate whether the waiver employs any of the following additional
[imits on the amount of waiver services (select one).

® Not applicable- The state does not impose alimit on the amount of waiver services except as provided in Appendix
C3.

O Applicable - The state imposes additional limits on the amount of waiver services.

When alimit is employed, specify: (a) the waiver services to which the limit applies; (b) the basis of the limit,
including its basisin historical expenditure/utilization patterns and, as applicable, the processes and methodologies
that are used to determine the amount of the limit to which a participant's services are subject; (¢) how the limit will
be adjusted over the course of the waiver period; (d) provisions for adjusting or making exceptions to the limit based
on participant health and welfare needs or other factors specified by the state; (€) the safeguards that are in effect
when the amount of the limit is insufficient to meet a participant's needs; (f) how participants are notified of the
amount of the limit. (check each that applies)

[] Limit(s) on Set(s) of Services. Thereisalimit on the maximum dollar amount of waiver servicesthat is
authorized for one or more sets of services offered under the waiver.
Furnish the information specified above.

[ Prospective Individual Budget Amount. Thereisalimit on the maximum dollar anount of waiver services
authorized for each specific participant.
Furnish the information specified above.

[] Budget Limitsby Level of Support. Based on an assessment process and/or other factors, participants are
assigned to funding levels that are limits on the maximum dollar amount of waiver services.
Furnish the information specified above.

[ Other Type of Limit. The state employs another type of limit.
Describe the limit and furnish the information specified above.

Appendix C: Participant Services
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C-5: Home and Community-Based Settings

Explain how residential and non-residential settings in this waiver comply with federal HCB Settings requirements at 42 CFR
441.301(c)(4)-(5) and associated CM S guidance. Include:

1. Description of the settings and how they meet federal HCB Settings requirements, at the time of submission and in the
future.

2. Description of the means by which the state Medicaid agency ascertains that all waiver settings meet federal HCB Setting
requirements, at the time of this submission and ongoing.

Note instructions at Module 1, Attachment #2, HCB Settings Waiver Transition Plan for description of settings that do not meet
requirements at the time of submission. Do not duplicate that information here.

The State of Wyoming's Statewide Transition Plan for Home and Community-Based Settings received final approval on June 29,
2018. One assisted living facility remains presumptively institutional due to its location within abuilding which isalso a
privately operated facility that provides inpatient institutional treatment and will be submitted to CM S for review under the
heightened scrutiny process. All other settings have been assessed and have been determined to be in full compliance with home
and community-based settings requirements. Settings are regularly reviewed to assure ongoing compliance.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (1 of 8)

State Participant-Centered Service Plan Title:
Service Plan

a. Responsibility for Service Plan Development. Per 42 CFR 8441.301(b)(2), specify who is responsible for the
development of the service plan and the qualifications of these individuals (select each that applies):

[] Registered nurse, licensed to practicein the state

[] Licensed practical or vocational nurse, acting within the scope of practice under state law
[ Licensed physician (M.D. or D.O)

[ Case Manager (qualifications specified in Appendix C-1/C-3)

Case Manager (qualifications not specified in Appendix C-1/C-3).
Soecify qualifications:
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Case managers must be employed or contracted by a qualified case management agency and must have:

(1) A master’s degree from an accredited college or university in human services, social services or arelated field of
study;

(2) A bachelor’s degree from an accredited college or university in human services, socia services, or arelated field
of study and one year of related work experience in human or social services; or

(3) An associate' s degree from an accredited college or university in human services, social services, or arelated
field of study and four years of related work experience in human or social services.

A case manager employed by a case management agency prior to July 1, 2016 may continue to provide case
management services, without meeting the above criteria, aslong as the case manager has a high school diploma or
high school equivalency certificate and six years of experience as a case manager.

Prior to conducting service planning and case management activities and periodically thereafter, case managers must
demonstrate requisite knowledge, skills, and abilities through successful completion of a case management training
curriculum approved by the Division.

The case management agency and case manager responsible for the development of the participant’s service plan
must meet the following conflict of interest standards:

(1) The case manager must not be related by blood or marriage to the participant, or to any person paid to provide
Medicaid home and community-based services to the participant;

(2) The case manager must not share a residence with the participant or with any person paid to provide Medicaid
home and community-based services to the participant;

(3) The case manager/case management agency must not be financially responsible for the participant;

(4) The case manager/case management agency must not be empowered to make financial or health-related
decisions on behalf of the participant; and

(5) The case manager/case management agency must not own, operate, be employed by, or have afinancial interest
in any entity that is paid to provide Medicaid home and community-based services to the participant. Financia
interest includes a direct or indirect ownership or investment interest and/or any direct or indirect compensation
arrangement.

] Social Worker
Soecify qualifications:

[ Other
Foecify the individuals and their qualifications:

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (2 of 8)

b. Service Plan Development Safeguards. Select one:

® Entitiesand/or individualsthat have responsibility for service plan development may not provide other
direct waiver servicesto the participant.

O Entitiesand/or individualsthat have responsibility for service plan development may provide other
direct waiver servicesto the participant.

The state has established the following safeguards to ensure that service plan development is conducted in the best
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interests of the participant. Specify:

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (3 of 8)

c. Supporting the Participant in Service Plan Development. Specify: (@) the supports and information that are made
available to the participant (and/or family or legal representative, as appropriate) to direct and be actively engaged in the
service plan development process and (b) the participant's authority to determine who is included in the process.

(a) At the time of application for the waiver program, participants are provided with an informational handout on the
range of services and supports offered through the waiver and alist of approved case management agencies serving the
participant's county of residence. Upon enrollment in the waiver program, the participant's assigned case manager uses a
person-centered planning approach to facilitate service plan development as described in Appendix D-1-d. Case managers
provide and explain participant materials, including a participant welcome packet/handbook containing:

-Program overview

-Participation agreement

-Introduction to person-centered planning

-Participant rights and responsibilities

-Information on freedom of choice between institutional care and waiver services, among all feasible service alternatives
within the waiver, and among all willing and qualified service providers.

(b) The participant (and/or legal representative, as appropriate) is afforded the authority to determine who isincluded
and/or excluded from the service plan development process.

Appendix D: Participant-Centered Planning and Service Delivery
D-1: Service Plan Development (4 of 8)

d. Service Plan Development Process. In four pages or less, describe the process that is used to develop the participant-
centered service plan, including: (a) who devel ops the plan, who participates in the process, and the timing of the plan; (b)
the types of assessments that are conducted to support the service plan development process, including securing
information about participant needs, preferences and goals, and health status; (c) how the participant isinformed of the
services that are available under the waiver; (d) how the plan development process ensures that the service plan addresses
participant goals, needs (including health care needs), and preferences; (€) how waiver and other services are coordinated;
(f) how the plan development process provides for the assignment of responsibilities to implement and monitor the plan;
and, (g) how and when the plan is updated, including when the participant's needs change. State laws, regulations, and
policies cited that affect the service plan development process are available to CM S upon request through the Medicaid
agency or the operating agency (if applicable):
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(a) At the time of application for the waiver program, the participant selects a case management agency from alist of
approved agencies serving the participant's county of residence. Upon enrollment in the waiver program, the case
manager facilitates a person-centered service plan development process. Within five business days following participant
enrollment approval, the case manager must contact the participant (and/or legal representative, as appropriate) to initiate
the service planning process and to schedule the service plan meeting. The case manager, the participant, and any other
individuals freely chosen by the participant may participate in the service plan development process. Prior to the service
plan meeting, the case manager gathers information on the language needs, any cultural considerations, the individualsto
be included in the service plan devel opment process, and the potential times and locations for the meeting. The case
manager must make reasonable attempts to schedule the service plan meeting at atime and location convenient to the
participant and the others included in the service plan development process.

(b) The Division has developed an array of modular assessments to support the service plan development process and to
establish standardized methods for gathering all necessary information on participant needs, preferences, goals, and
overall health status.

The modular assessment process begins with a participant profile assessment which is used to gather basic information on
the participant's background, family/natural support system, home environment, participation in the community, interest
in participant-directed service options, and overall health status. The participant profile assessment is also designed to
build rapport with the participant; to identify participant strengths, preferences, support needs, and potential risk factors;
and to facilitate meaningful goal development using a series of open-ended questions and guided conversation
techniques.

Based on the information gathered through the participant profile assessment, the case manager may be required to
conduct up to five additional assessment modules, including:

- Supported Decision-Making Assessment: Used to assess the participant's ability and comfort in making decisions
regarding their service plan and other life circumstances.

- Community Relationships Assessment: Used to assess the participant's level of engagement and interest in employment,
educational, and/or other social/cultural opportunities.

- Housing and Environment Assessment: Used to assess the stability of the participant's living conditions and whether
those conditions are supportive of the participant's overall health and welfare.

- Caregiver Assessment: Used to assess the availability, strength, and stability of the participant's natural support system
aswell asto identify potential support needs for the natural support system.

- Participant-Direction Assessment: Used to assess the participant's desire, comfort, and capability to direct his’her own
care.

(c) Case managers provide an informational handout including alist of all services and service delivery options available
under the waiver and explaining the key features of the program. Case managers are required to present and explain the
participant's choice between community-based and institutional care options and among all feasible service alternatives
within the waiver.

(d) The case manager summarizes the information gathered through the modular assessment process and confirmsthere is
agreement among all individuals participating in the service plan development process on the goals, strengths,
preferences, needs, and risks to be addressed by the service plan. The participant is encouraged and supported to direct
the service planning process to the maximum extent possible. The case manager provides information and options
counseling as needed to facilitate discussion among the individuals participating in the service plan development process
and to assist the participant in determining which services and supports will be included in the service plan.

The service plan is not limited to the services available through the waiver and may include additional services and
supports available through the Medicaid state plan; other federal, state, and local public programs; the participant’s
family/natural support system; and/or any other relevant community resource.

For each service and support to be included in the service plan, the case manager drafts a brief description of the tasksto

05/12/2020



Application for 1915(c) HCBS Waiver: WY.0236.R05.02 - Jul 01, 2020 (as of Jul 01, 2020) Page 98 of 183

be performed by the service/support provider and documents the specific needs, preferences, and goals to be addressed by
that service/support. For each waiver service, the case manager considers the scope of the covered benefit, prior
authorization review requirements, and any applicable service limits to recommend service frequency and durationin
accordance with the participant’ s assessed needs and preferences.

The case manager is responsible for the devel opment of a comprehensive service plan which reasonably assures the
health and welfare of the participant; acknowledges participant’s strengths; promotes the participant’ s self-determined
goals; addresses all of the participant’s assessed needs; includes a plan to mitigate all identified risks, and accommodates
participant preferences to the extent possible within the established service limitations and the availability of local
resources.

(e) The case manager coordinates all services and supports included in the service plan. For each waiver service, the case
manager must submit awritten referral to the participant’s chosen service provider. Thisreferral includes the specific
service requested, a brief description of the tasks to be performed by the service provider, the requested service frequency
and duration, and any other relevant information regarding the participant’ s specific needs and preferences.

The waiver service provider is required to review the services requested by the participant and indicate whether the
provider accepts, declines, or accepts with modification (e.g. the participant prefers a male caregiver, but the service
provider only female caregiver is available). The case manager must confirm the participant’ s acceptance of any
maodifications proposed by the service provider. The case manager facilitates the participant’s selection of an alternate
provider and/or service aternative for any declined referrals or for modifications not accepted by the participant.

The case manager conducts additional referral and outreach activities as necessary to confirm availability and coordinate
the delivery of non-waiver services and supports included in the service plan.

(f) The case manager assigns responsibility through the referral process and obtains signatures from each
individual/provider responsible for service plan implementation. The case manager obtains the participant’ s agreement
and informed consent and submits the service plan for the Division’s approval and finalization through the Division's
case management information system. Service plans are screened through an automated review process and may b